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ORIGINAL COMMUNICATIONS. 


THE RELATION OF THE TONSILS TO TUBERCULOSIS.! 


BY DR. H. R. M. LANDIS, 


Associate Professor of Medicine in the University of Pennsylvania, and Director of the Clinical and Sociological 
Departments of the Phipps Institute. 


The purpose of this paper is to consider 
the question of tuberculosis of the tonsil 
itself and the role that the tonsil may play 
in the production of tuberculosis in other 
tissues of the body. 

For many years the belief was held that 
the tonsils acted as a barrier to infection 
and in this way served a very useful pur- 
pose. The trend of opinion in the past 
decade, however, is just the opposite, and 
there is scarcely a disease to which the flesh 
is heir that the tonsils have not been held 
responsible for. No one questions the re- 
moval of obviously diseased tonsils or ton- 
sils which are subject to recurring inflam- 
matory attacks. It must be obvious, how- 
ever, that the present generation either is 
unusually subject to tonsillar disease or 
that many tonsils are being removed be- 
cause of the belief that they are or may 
be a source of trouble. 

In dealing with children it is of the ut- 
most importance to keep in mind that we 
have to do with an age period in which 
all of the lymphoid tissue is in excess, as 
judged by adult standards. This holds 
true not only for the tonsils but for the 
lymph nodes throughout the body. The 
failure to recognize this fact has led some 
observers to base a diagnosis of tuberculosis 
on no other grounds than that the cervical 
lymph nodes were palpable. Had they 





1Read before the Philadelphia Pediatric Society, De- 
cember 8, 1914. 


taken the trouble to examine the other 
groups of superficial lymph nodes, such as 
the axillary, the epitrochlear, and the in- 
guinal, the same enlargement would have 
been noted. So far as my experience goes 
I have found the superficial lymph nodes 
readily palpable in practically all children 
from the second year to the eleventh or 
twelfth years irrespective of their social 
conditious. 

By the time adolescence is reached the 
lymph nodes are no longer palpable except 
as the result of a local or general disease. 
The tonsils are subject to much the same 
evolution. Under normal conditions they 
are large in the child, but with advancing 
years tend to shrink, unless they have been 
subject to repeated inflammatory attacks. 
Simple hypertrophy of the tonsil, therefore, 
is no good reason for its removal. 

In regard to the relationship between the 
tonsils and tuberculosis we have three fac- 
tors to consider: (1) The role played by 
the tonsil as a portal of entry; (2) primary 
tuberculosis of the tonsil; and (3) secon- 
dary tuberculosis of the tonsil. 

To establish the first fact is far from 
being as easy as some would have us be- 
lieve. While it is true that in some in- 
stances tubercle bacilli pass through the 
tonsils and set up a tuberculous process in 
the cervical lymph nodes, it would be far 
from being the truth to state that tubercu- 
losis of the nodes is always produced in 








78 THE THERAPEUTIC GAZETTE. 


this way. Thus we know that inflamma- 
tory swelling of the cervical nodes can and 
does arise as a result of eczema of the 
face and scalp, as the result of carious 
teeth, and as the result of acute processes 
of other structures within the buccal and 
pharyngeal cavities. This would seem to 
indicate that the source of infection in the 
case of the cervical lymph nodes is multiple 
and not single. 

In attempting to fasten the guilt on the 
tonsil we encounter still another difficulty, 
namely, the fact that tuberculosis becomes 
manifest in a severe form and at an earlier 
age in the bronchial lymph nodes than in 
the cervical. Even granting that the tonsil 
may. afford an easy means of entrance for 
the tubercle bacillus, its removal does not 
entirely free the child from danger inas- 
much as there still remains much lymphoid 
tissue which is drained by the cervical 
lymphatic system. Then, too, it is to be 
borne in mind that a large proportion of 
tonsillotomies are partial and not complete, 
and that the portion left behind may be 
vulnerable for the tubercle bacilli just as it 
is for the organisms producing acute in- 
flammatory conditions. 

As the result of microscopic examina- 
tion of tonsils primary tuberculosis is said 
to occur in about 5 per cent of cases in 
which the tonsil is hypertrophied. In the 
majority of instances this is an accidental 
finding. A few cases have been reported 
in which a disseminated miliary tubercu- 
losis apparently had as the original focus 
of infection a caseous area in the tonsil. 
As a general rule, however, primary local- 
ization in the tonsil is not common, and 
this is borne out by inoculation experi- 
ments. These experiments have been cited 
to prove that tubercle acilli may pass 
through the tonsil without causing any 
damage and infect the lymph nodes. 

By far the commonest form of tubercu- 
losis of the tonsil is that which occurs sec- 
ondarily to advanced pulmonary and laryn- 
geal lesions. In some instances it mani- 
fests itself in the form of extensive ulcera- 
tion of the tonsil itself, with extension to 


the pillars, uvula, and adjoining parts. 
Only yesterday a typical example of this 
form of the disease was seen at the Phipps 
Institute. The patient had extensive laryn- 
geal tuberculosis and moderately advanced 
disease of the lungs with tubercle bacilli in 
the sputum. The left tonsil was deeply 
ulcerated, the ulceration extending to the 
pillars, which were also infiltrated. The 
uvula was quite rigid, and on each side were 
superficial erosions partially surrounding 
the base. This is of course an extreme 
case. In most of the advanced cases the 
tonsils show no visible change, but if ex- 
amined microscopically the great majority 
do show tuberculous changes. In incipient 
and many moderately advanced cases with 
tubercle bacilli in the sputum the ‘tonsils 
show no microscopic change. This is of 
interest, as it would seem to indicate that 
the tonsil is fairly resistant and succumbs 
only when exposed to enormous numbers of 
the bacilli, such as one encounters in the 
advanced stages of the disease, and espe- 
cially in the severe laryngeal cases. To 
cite such cases as examples of how readily 
the tonsil is affected does not seem fair, 
because, in the first place, the tonsils are 
subjected to an overwhelming infection, 


and in the second place the individ- 
ual’s resistance has been tremendously 
reduced. 


The question of how the tubercle bacillus 
gains access to the lungs is still shrouded 
in mystery. At one time the inhalation 
theory was universally accepted. This was 
abandoned in favor of the alimentary 
theory, and by many the tonsils were con- 
sidered as part of this process. Within the 
past few years the tendency is again toward 
the inhalation theory. That the tonsils 
may be one of the portals of entry I am 
willing to admit; but I am not willing to 
grant that they play this role except in a 
very small percentage of cases. Nor do I 
believe that removal of the tonsils of chil- 
dren with a tuberculous parentage, or chil- 
dren of the so-called pretuberculous type,. 
is indicated unless the tonsil is obviously 
and unmistakably diseased. 








THE INDICATIONS FOR THE REMOVAL OF TONSILS AND ADENOIDS IN 
CHILDREN.! 


BY FRANCIS R. PACKARD, M.D., PHILADELPHIA, 


Professor of Diseases of the Nose and Throat in the Philadelphia Polyclinic; Laryngologist to the Pennsylvania 
Hospital. 


Although according to the title of my 
paper it would seem that the indications for 
the removal of tonsils and adenoids were 
identical, they cannot be properly consid- 
ered under the same head because they vary 
greatly, adenoids producing pathological 
conditions peculiar to themselves, and 
hypertrophied or otherwise diseased tonsils 
giving rise to morbid conditions of an en- 
tirely different nature. As, however, in the 
majority of cases in which the tonsils are 
diseased, especially in children, there are 
present also adenoid vegetations in the 
nasopharynx, it is customary to associate 
the two conditions in considerations such 
as that before us this evening. I shall, how- 
‘ ever, consider the indications for operation 
under distinct headings in order to make 
plain the fact that operative interference 
may be indicated for pathological conditions 
induced by adenoids when there is no rea- 
son for the removal of the faucial tonsils, 
and on the other hand that diseased tonsils 
may occasion morbid conditions quite inde- 
pendently of the existence of any patho- 
logical condition, such as adenoids in the 
nasopharynx. 


ADENOID VEGETATIONS IN THE NASO- 
PHARYNX. 


Although the presence of obstructive 
masses in the nasopharynx, other than car- 
cinoma or sarcoma, had been recognized, 
notably by Czermak, the first definite de- 
scription of what we now term naso- 
pharyngeal adenoids was given to the world 
by Wilhelm Meyer of Copenhagen. His 
paper, entitled “On Adenoid Vegetations in 
the Nasopharyngeal Cavity,” was translated 
into English by Marshall and published in 
the Transactions of the Medico-Chirurgi- 
cal Society of London in 1868, vol. liii. It 
is one of those rare medical papers which 
truly deserves the much-abused term classic, 





1Read before the Philadelphia Pediatric Society, De- 
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containing as it does a most accurate de- 
scription of the pathological conditions ob- 
served by its author, and leaving, despite 
the voluminous literature which has since 
arisen, but little to be added to or altered 
from its statements. Meyer made his first 
observation on a patient who had suffered 
from thick speech, with obstruction to nasal 
respiration. He had operated on the nose, 
removed the tonsils, and had the patient 
undergo a course of instruction in articu- 
lation, but all in vain. Finally he deter- 
mined to make a digital examination of the 
nasopharynx, and there he found a mass 
occluding the posterior nares. Its removal 
cured the patient. He studied carefully 
many other patients before he finally pub- 
lished his results, containing besides the 
clinical observations careful microscopic 
studies, and dealing with all the aspects of 
the subject. 

It does not lie within my province to deal 
with the nature of these growths, their eti- 
ology, or their symptomatology, save in so 
far as regards the indications for their re- 
moval. There are a few general points, 
however, to which I must direct attention. 

It should be remembered that these 
adenoid vegetations are overgrowths of 
lymphatic tissue normally present in the 
nasopharynx, the so-called Luschka’s ton- 
sil. This overgrowth is very apt to be 
originated by some acute infectious process 
involving the nasopharynx, such as the acute 
infectious fevers, or by repeated infections, 
such as occur with repeated colds in the 
head, although here the question as to which 
came first, the frequent colds or the 
adenoids, is as hard to answer as the old 
problem which puzzled the schoolmen of the 
middle ages—which came first, the egg or 
the chicken? 

According to statistics, adenoid vegeta- 
tions are present in the nasopharynx in 
about 5 per cent of all children. The ma- 
jority of authorities, notably Politzer and 








80 THE THERAPEUTIC GAZETTE. 


Bosworth, hold that they tend to disappear 
at puberty, although some do not agree in 
this view. Personally I believe that they 
usually disappear, but that their continued 
presence in the nasopharynx before that 
age is reached, in many instances, is re- 
sponsible for the presence in later years of 
what is generally termed nasopharyngeal 
catarrh. 
cases in which the adenoid mass is present 
as such and requires removal when the pa- 
tient has passed into adult life. I believe 
also that in many instances adenoid growths 
disappear under improved hygienic and 
climatic conditions. These are the cases in 
which parents complain that their children 
are perfectly well while at the seashore or 
the mountains in the summer, but that they 
begin having “colds,” etc., immediately 
after their return to the city. This brings 
us to the direct consideration of what cases 
demand operation, because if there is a 
genuine mass of adenoid vegetations in the 
nasopharynx there is no conservative treat- 
ment which can be relied on for their re- 
moval. 

The characteristic facies, open-mouthed, 
heavy-eyed, dull and listless, is to my mind 
not only symptomatic but indicative of the 
necessity for the removal of the cause. It 
has been suggested that mental deficiency 
actually does result from adenoids as 
though the growth itself produced some 
mental condition. It does so, indeed, but 
only secondarily, by the lack of oxygena- 
tion, and the consequent ill health, and 
especially by the ear conditions which re- 
sult from its presence. 

If allowed to remain these growths alter 
the facial expression still more by occasion- 
ing malformations of the jaw and teeth 
which have marred the faces of many who 
might otherwise have developed into hand- 
some men and beautiful women. 

The frequent colds and coughs from 
which some children suffer are, in many in- 
stances, due to adenoids, and in such cases 
a careful examination of the nasopharynx 
should never be neglected. The constant in- 
halation, by mouth-breathers, of air which 
has not been warmed and moistened by 


There are also quite numerous . 


passage through the nostrils, results in a 
dry and irritable pharynx and may lead to 
troubles lower down in the respiratory 
tract. 

It used to be supposed that Dupuytren’s 
chest deformity was the result of naso- 
pharyngeal obstruction, but the trend of 
opinion is now against this supposition. 

Loss of proper timbre to the speech, al- 
though a minor inconvenience, is one which 
is most frequently due to nasopharyngeal 
obstruction, and it may be recalled that it 
was this defect, accompanying obstruction, 
which led Meyer to his original observation. 

Guye of Amsterdam proposed the term 
“aprosexia” for the loss of the power of 
attention and concentration, which is to be 
classed as one of the indications for oper- 
ative interference. Other indications which 
may urge the operative removal of adenoids 
are restless and disturbed sleep, frequent 
nightmares or night terrors, and nocturnal 
enuresis. 

Lermoyez, Brendel, and other observers 
have found quite a large bacterial flora in 
adenoid vegetations submitted to examina- 
tion. Especially important is the report of 
numerous instances in which tubercle bacilli 
were found. Such a source of infection 
standing at the very portal of the air-pas- 
sages is far too important to regard lightly. 

I have left to the last what to my mind is 
one of the most important if not the para- 
mount indication for the removal of ade- 
noid vegetations, namely, aural disease. 
Meyer, in his report of 102 cases, stated that 
72 suffered from pathological conditions of 
the ears. McBride and Turner in an ex- 
amination of 307 cases found that 144 had 
suppurative and 111 non-suppurative disease 
of the ears—a total of 255. I might refer 
to the historic case of Francis II. of France, 
whose pictures represent him with the typi- 
cal adenoid facies, and who all his life was 
troubled with colds in his head. He died 
at the age of 22 years of what was evidently 
a mastoid disease. I believe that every ear- 
ache in a child, especially if the history 
points to a repetition of the trouble, should 
urge upon us the necessity for an examina- 
tion of his nasopharynx, and in the vast 
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majority of such cases an adenoid mass is 
to be found. Not only in acute ear sup- 
purations but also in chronic suppurative 
otitis media the presence of adenoid vege- 
tations is frequently the chief factor. Some 
one has made the remark that the rhinolo- 
gist will some day deprive the aurist of his 
work. The chief source of infection of the 
middle ear is undoubtedly the nasopharynx. 
Non-suppurative aural disease occurs in 
many cases because the adenoid occludes 
the Eustachian tube. Many times transient 
deafness or slight earaches recur again and 
again in a child because an overlooked 
adenoid mass becomes temporarily swollen 
and obstructs the nasopharyngeal orifice of 
the Eustachian tube. 


THE INDICATIONS FOR THE REMOVAL OF 
THE TONSILS. 


It is a curious reflection that although re- 
moval of the tonsils was well known to the 
ancients and practiced by them, it fell into 
desuetude and was only revived after some 
centuries of total neglect. 

Ambroise Paré, the great French surgeon 
of the sixteenth century, makes absolutely 
no mention of the operative removal of the 
tonsils, and Pierre Dionis, his famous suc- 
cessor of the seventeenth century, merely 
states that some among the ancients had 
proposed to detach and remove the tonsils, 
but that he thought their methods of opera- 
tion were too cruel and severe, and that at 
any rate the tonsils should not be removed, 
as thereby we lost their functions, which 
were to separate and filter the “serosities” 
which serve to moisten the tongue, the 
larynx, and the esophagus, and thus temper 
the air before it reaches the lungs, and also 
render moist the food so that it glides down 
the esophagus. 

Wiseman, the famous English surgeon of 
the seventeenth century, describes the op- 
eration as one of the greatest difficulty and 
only to be undertaken by the very experi- 
enced. 

Until within a comparatively few years 
the text-books on diseases of the nose and 
throat when describing the operation of 
tonsillectomy or tonsillotomy, as it was 
most generally termed, quite uniformly 


placed the description in a chapter headed 
“hypertrophy of the tonsils,” not regarding 
any other condition of the tonsils as de- 
manding the operation. At the present time 
we recognize that hypertrophy is but one 
and by no means the most important of the 
indications for the removal of these struc- 
tures. 

In young children pathologic conditions 
of the tonsils, however, are generally mani- 
fested by accompanying overgrowth and 
consequent obstruction to respiration, with 
resultant symptoms. Thus we observe the 
characteristic facies of the mouth-breather, 
the snorting respiration, especially at night, 
with accompanying nightmare or night 
horror. The child from deficient oxygena- 
tion becomes pale and languid. It was for- 
merly customary to attribute the deformity 
of pigeon breast, or Dupuytren’s deform- 
ity of the chest, to obstruction of this na- 
ture, but at the present time this view does 
not prevail. Frequent sore throats are also 
a usual accompaniment. Children with 
large tonsils are also generally supposed to 
be more subject to the contagion of diph- 
theria and scarlet fever. I am not aware 
that this can be positively proved, although 
I believe it is true. I am sure that children 
who have large tonsils suffer much more 
from the throat conditions which prevail 
in these diseases, and are very much more 
apt to develop ear complications or suffo- 
cative disorders. 

A second very serious indication for the 
removal of tonsils in children is the occur- 
rence of infections of the cervical lymph 
glands, of which tonsillar infections are the 
commonest source. A question frequently 
asked by parents when their children have 
enlarged cervical glands is whether the 
glands will subside if the tonsils are re- 
moved. In many instances they do disap- 
pear following tonsillectomy, but unfortu- 
nately in far too many instances the dam- 
age has been done, and the removal of the 
source of infection has no result on the 
glands which have been involved. Even 
when the swelling goes down following the 
operation, small nodules are left which sub- 
sequently enlarge and frequently go on to 
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suppuration. I believe, however, that ton- 
sillectomy is imperative in these cases even 
if the external removal of the glands is sub- 
sequently necessary. 

It is in this class of cases as in those to 
which I will next refer that the tonsils are 
not necessarily hypertrophied. They are, 
on the other hand, quite frequently very 
small, but ragged, cryptic, and on examina- 
tion full of caseous material. 

In the third class of cases in which re- 
moval of the tonsils is indicated I would 
group the so-called autotoxemias, in which 
the tonsils serve as the nidus for the infec- 
tion, or portal of entry for the poison. 
Foremost in this group are tubercular and 
rheumatic infections. I believe many, if 
not most, of the cases of tuberculosis of the 
lungs in children can be traced to the pres- 
ence of diseased tonsils, the tubercle bacilli 
having been frequently demonstrated in the 
tonsillar crypts. 

As to the rheumatic infections, there can 
be no doubt that the tonsils play the most 
important role in their occurrence. In them 
we comprise not only muscular and arthritic 
rheumatism, but organic lesions of the heart 
from acute infection, and chorea. Nephritis 
in children is similarly frequently of ton- 
sillar origin. Although in adults the im- 
portance of the rdéle of the tonsils in cardiac 
and nephritic disorders is now quite fully 
recognized, the association in children has 
until recent years been somewhat neglected. 

I have purposely left to the last the men- 
tion of what might be termed the localized 
indications for the removal of the tonsils, 
such as tendency to frequent sore throats 
and suppurative and non-suppurative dis- 
eases of the ear. The relationship is in 
these cases generally so obvious that the 
recognition of the indication is an easy 
matter. 

Having spoken of the indications for the 
removal of the tonsils and adenoid growths, 
I wish to refer briefly to the contraindica- 
tions to the removal of the tonsils and 
adenoids in children aside from the dangers 
dependent upon the operation. I do not 
believe that the removal of these growths is 
ever attended by any alteration in the func- 


tion or the production of any pathological 
condition which would give us a clue to 
the correct understanding of their true 
function in the body. I suppose in many 
of these cases which are now done daily 
there must be some in which the operation 
is not absolutely necessary, and yet I doubt 
if any one can report a case in which the 
removal, even unnecessarily, of the tonsils 
and adenoids has produced any pathological 
condition. Of course, I do not here refer 
to the accidents which occur during the op- 
eration or due to faults in its performance. 
There are, unfortunately, quite a number of 
these cases which succumb either to hemor- 
rhage, operative shock, or the anesthetic, 
and Dr. G. Hudson Makuen has called at- 
tention to the evil results of extensive op- 
erative injury to the faucial pillars. Be- 
yond the dangers which necessarily attend 
the operation, however, I do not think there 
are any distinct contraindications. I have, 
particularly in recent years, removed dis- 
eased tonsils in cases of advanced heart 
and kidney disease, and I have yet to see a 
case in which the above mentioned condi- 
tions were aggravated or badly influenced 
by the operation. 

Lastly, I would say a few words on the 
attitude of the public, the physician, and 
the laryngologist toward the operation. As 
is usual, when any medical or surgical pro- 
cedure is brought forcibly to the attention of 
the public, we find a generally prevalent 
opinion that the removal of adenoids and 
tonsils is a fad, just as the operation for 
appendicitis is regarded by many in the 
same light. There is no way that such an 
attitude on the part of the public can be 
overcome except by patience and gradual 
education. Every parent either has been or 
will be interested in the question before us, 
and in each case it is necessary to explain 
just why the operation is or is not indicated. 
The question most frequently asked in this 
connection is whether the child will not out- 
grow the condition and the tonsils gradually 
subside. I believe in many cases in which 
the child is properly cared for, in good hy- 
gienic surroundings, guarded against infec- 
tion and properly treated when it occurs, 
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that simple hypertrophied tonsils tend to 
give less and less trouble and occasionally 
are ultimately forgotten. On the other 
hand, in too many instances when their re- 
moval is not done early serious consequences 
follow. When once the tonsils have really 
assumed pathologic importance, I do not 
think the slight risk of operation should 
weigh for a moment against the menace 
which their presence occasions. The physi- 
cian who brings a child for consultation 
with regard to removal of the tonsils rarely 
does so unless it is really necessary. It is 
not pleasant to urge operation on a child to 
its parents. In my work I find it is but 
rarely that a child is brought or sent to me 
by a physician that my judgment would be 
against operation. On the other hand, many 
parents bring their children to the laryngol- 


ogist without previously consulting their 
physician. These are the parents who have 
seen improvement in a neighbor’s child fol- 
low the removal of its tonsils, and are im- 
bued with the idea that similar results will 
follow operation on their child. In the 
great majority of such strayaways no op- 
eration is indicated. If we can keep our 
own minds sane, declining to operate unless 
the operation is distinctly indicated, not only 
will we be doing our duty in the individual 
case, but the marked improvement which 
is sure to follow every operated case in 
which real indications exist will soon bring 
all to acknowledgment of the great import- 
ance which an understanding of the indi- 
cations for the removal of adenoids and 
tonsils bears to the problem of the health of 
the child. 





TONSILLAR INFECTION.! 


BY GEORGE B. WOOD, M.D., 
Laryngologist to the Howard Hospital and to the Philadelphia Orthopedic Hospital. 


The question as to the importance of the 
tonsillar tissues of the throat to cryptogenic 
infection has, like many other important 
medical questions, not yet reached solution. 
We specialists remove tonsils because we 
believe the patients will be benefited by 
their removal, but in many cases it is just 
a matter of belief, not of certainty. Cer- 
tain members of the medical profession 
have apparently been shocked by the so- 
called “massacre of the tonsils,” and have 
been striving to attach to these organs a 
sufficiently important function to make 
their removal a deplorable procedure. 

Sometimes the radical conservative de- 
velops an idea, usually old, occasionally new, 
and succeeds in backing it with sufficient 
clinical or experimental data to attract at- 
tention. This kind of work, however, is 
usually open to the criticism that the author 
almost always attempts to substantiate by 
his observations and experiments precon- 
ceived ideas. From the first he is biased 
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and does not impartially look out for tech- 
nical errors nor balance judicially conflict- 
ing facts. A very important result, how- 
ever, is that such work may force others 
to prove or disprove it. Hence there is 
added much to our scientific knowledge. 
The general practitioner is the index of the 
specialist’s achievement. If he has been 
forced by clinical results to believe that 
tonsils are better out than in, we should be 
very slow in accepting any data which 
must, if believed in, radically alter the 
trend of the times. 

There appears in the Archiv f. Laryn- 
gologie und Rhinologie, 1914, Heft 2, p. 
231, an article by Henke, a well-known 
and supposedly reliable investigator. He 
takes up the defence of the tonsils, claiming 
that they are important organs, of exceed- 
ing value to the human economy. After a 
criticism of supposed facts and plausible 
theories published in German literature— 
and in this criticism he takes sides against 
a great number of investigators, including 
such men as Hendelsohn, Lexer and Good- 
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ale—he details a rather remarkable series 
of experiments. The first experiments con- 
cerned the feeding of rabbits with a large 
quantity of carbon and Chinese ink. In 
none of the tonsils of these rabbits was he 
able to find, even microscopically, any evi- 
dence of absorption through the crypts. 
This series of experiments confirmed his 
belief, in spite of all the previous work to 
the contrary, that it is not possible for the 
tonsils to absorb from the surface. He 
says that neither Lexer nor any other in- 
vestigator has succeeded in producing a 
suppurative tonsillitis which would lead to 
a general infection. Also he says that the 
various authors not only do not prove that 
the normal tonsil is a vulnerable organ to 
outside infection, but that the evidence so 
far seems to be just the opposite. Henke 
then experimented by injecting insoluble 
pigments such as soot and Chinese ink into 
the mucous membrane of the nose of liv- 
ing animals. The tonsils removed from 
these animals at various periods of time 
after injection showed the presence of the 
pigment. In a series of experiments upon 
human beings he made injections of sterile 
suspensions of soot in the various parts of 
the nasal fossa. The tonsils were removed 
from these persons in from six hours to 
six days after the injection. These injec- 
tions were always made with the consent of 
the patient and never produced the slightest 
harm. He found that in twenty-four hours 
after such injections both faucial tonsils 
and the pharyngeal tonsil showed the pres- 
ence of pigment. In the examination of the 
tonsils it sometimes required a large series 
of sections before the pigment was found. 
From the deposition of the pigment he be- 
lieves that he has established a lymphatic 
relationship between certain portions of the 
tonsils and certain portions of the nose. 
The particles were found in all the layers 
of the tonsils—that is, in the epithelium, 
subepithelial tissue, in the lymph spaces and 
lymph vessels, in the tonsillar lymph sinuses, 
in the perivascular lymph spaces and around 
the follicles, rarely in the center of the fol- 
licles, and never in the lumen of the blood- 
vessels. Similar injections into the gums 





THE THERAPEUTIC GAZETTE. 





gave similar results. He deduces from these 
experiments that he has established the 
anatomical fact of a direct lymph connec- 
tion, not only between the nose and the 
tonsils but also between the gums and the 
tonsils. He further found that the carbon 
particles do not remain for any length of 
time in the tonsils and believes that they 
are eliminated through the crypts as the re- 
sult of a lymph stream which passes out- 
ward through the tonsils. He says that the 
leucocytes play a very unimportant part in 
this elimination. He also found the particles 
in the tonsils where the injections had been 
made in the gums after death. As a re- 
sult of this work he believes that the ton- 
sils have the following functions: They 
are similar to the lymph nodes in that they 
act as a filter for the lymph stream; they 
differ, however, from the lymph nodes in 
that they present on one side a free surface 
through which the open mouths of the crypts 
afford to the organism an exit for foreign 
elements which are brought to the tonsils 
by way of the lymphatics. He says that 
tonsillitis is caused by virulent organisms 
being carried to the tonsil parenchyma by 
the lymphatics, and is rarely if ever due to 
a surface infection. Further, that tonsil- 
litis occurring in joint rheumatism, endo- 
carditis, general sepsis, etc., is the result 
of and not the cause of the general con- 
dition. 

It is somewhat startling to read this ar- 
ticle, as it apparently upsets all our previous 
knowledge concerning not only the physi- 
ology but also the pathology of the lymph- 
atic tissue of the throat, and further makes 
the careful and stupendous amount of clin- 
ical observations merely a matter to show 
how prejudiced we medical men may at 
times be. 

My personal feeling was that I could not 
accept the results of his experiments or 
his deductions, but recalling that Schoen- 
mann and especially Lenhart had obtained 
somewhat similar results, their side of the 
question seemed to present evidence of a 
confirmative nature, so that the subject be- 
gan to appear as though it needed the light 
of further investigation. However, in a 
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later number of the Archiv f. Laryngol- 
ogie und Rhinologie, 1914, Heft 1, p. 59, 
Karl Amersbach, stimulated apparently by 
Henke’s work, has published the results of 
his own experiments carried out in nearly 
the same manner as Henke’s, except that he 
was more careful in the method of his in- 
jections. The injections were made in such 
a way as to prevent any excess of material 
gaining access to the surface of the mucous 
membrane, thus making it impossible for a 
surface inoculation of the tonsil to take 
place. The experiments on human beings, 
1% in number, gave results similar to 
Henke’s in only one particular, and that 
was that these injections caused no harm to 
the patient. When the injections were 
made into any portion of the mucosa ex- 
cept directly into the tonsil the carbon par- 
ticles were never found in any portion of 
the tonsil. In four of his patients the in- 
jections were made into the tonsil itself, 
and in contradistinction to the deductions 
of Henke he found no evidence to show that 
the particles were being carried through 
the parenchyma of the tonsil toward the 
surface. In his animal experimentations 
16 dogs were used. In those dogs in which 
the carbon particles were injected into the 
turbinals of the nose, the tonsils were 
found to be absolutely free; the foreign 
particles followed the regularly established 
lymph current, and in every case were 
found in the submaxillary lymph nodes in 
such great quantity as to give a distinct 
macroscopical discoloration. In one dog 
in which the carbon was injected into the 
tonsil itself the pigment was found in the 
retrotonsillar tissue, being carried in the op- 
posite direction to which Henke claims the 
lymph current flows. Amersbach absolute- 
ly opposes Henke’s view and believes that 
the latter is guilty of faulty technique, and 
that assuming the correctness of his obser- 
vations the fact that he found only a small 
quantity of pigment in isolated portions of 
the tonsils is more indicative of a surface 
absorption than of a lymphatic inoculation. 

In estimating the value of these two ar- 
ticles we must give by far the greater pre- 
ponderance of our own experience to the 


results of Amersbach as opposed to those 
of Henke. Our knowledge of the lymphatic 
connection of the nose and throat has been 
worked out in great detail by the best an- 
atomists in the world, and there has never 
been any anatomical evidence produced to 
show that the tonsils are in any way con- 
nected with the mucous membrane of the 
nose and gums, except that such communi- 
cation has been intercepted by one of the 
lymph nodes of the neck. With one pos- 
sible exception, the collective lymphatic 
trunk from the nasal fosse passes around 
the pharynx, occasionally joining with a 
collective trunk from the region of the 
pharyngeal tonsil and emptying into the 
lymph nodes of the posterior division of the 
deep cervical group. Amersbach’s animal 
experiments show that the carbon particles 
were carried from the nose by a lymphatic 
route already known and deposited in the 
submaxillary glands, where a priori they 
should be. 

Opposed to Henke’s view that the tonsils 
are organs of elimination, and that disease 
of these organs is very rarely if ever caused 
by surface infection, is arrayed a long list 
of anatomical facts, established data both 
bacteriological and pathological, and a vast 
amount of clinical observation. And this 
array has been substantiated by experi- 
mental research. In the first place, as far 
as we know there are no afferent lymph 
vessels running to the parenchyma of the 
tonsil and the tonsils do not possess peri- 
lymphatic spaces, such as we find in the 
lymph nodes. The peculiar anatomy of the 
epithelium of the tonsillar crypts offers me- 
chanically a less perfect barrier against in- 
fection than does the surface epithelium. 
We know from pathologic studies that in 
acute tonsillitis the attack is first directed 
against the epithelium of the crypts, and 
that the parenchyma is only involved when 
this barrier has been destroyed by the toxic 
action of the microdrganisms. There are 
a few microdrganisms that will pass from 
the surface inward through unaltered 
cryptal epithelium and gain access not only 
to the parenchyma of the tonsil itself but 
to its efferent lymphatics and regionary 
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lymph nodes. Among such microérganisms 
are found the tubercle bacillus in man and 
the anthrax in hogs. Clinically we know 
that a descending tuberculous cervical 
adenitis may originate from a latent lesion 
of the tonsil; that the removal of tonsils 
frequently clears up a systemic infection 
such as rheumatoid arthritis ; and that endo- 
carditis, nephritis, and other septic condi- 
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tions follow after an acute attack of ton- 
sillitis and are not present when the attack 
of tonsillitis begins. Experimental work by 
men who stand high not only in this coun- 
try but abroad gives conclusive evidence 
that inert foreign bodies under certain cir- 
cumstances may pass from the crypts 
through the cryptal epithelium and gain ac- 
cess to the efferent lymph channels. 





THE RELATION OF THE LYMPHOID TISSUE IN THE UPPER RESPIRATORY 
TRACT TO THE VOICE.! 


BY G. HUDSON MAKUEN, M.D., 
Professor of Disorders of Speech in the Philadelphia Polyclinic. 


The lymphoid tissue of the upper respira- 
tory tract differs but little from that found 
in other portions of the body, and yet to 
the close observer there are marked struc- 
tural variations in certain distinctive por- 
tions of the so-called Waldeyer’s ring. 

The lingual tonsil is smooth and simple 
in its structure, having but few diverticula 
and crypts. The pharyngeal tonsil hangs 
pendent from the vault and it has a so- 
called bursa or pocket, with which the vari- 
ous crypts unite and into which their se- 
cretions drain. The faucial tonsils, on the 
other hand, are highly complex organs, and 
they vary considerably with the age and 
physical conditions of the individual. 

Lymphoid tissue is always present in the 
upper respiratory tract, and this fact in 
itself would seem to offer a sufficient rea- 
son for supposing that in its normal state, 
at least, it is beneficial rather than harmful 
to both the individual and his voice. That 
it has some relationship to the voice is ob- 
vious, because it is in close approximation, 
if not in actual contact, with some of the 
most important of the vocal organs. 

The lymphoid tissue in the upper respira- 
tory tract varies so much during the life of 
the individual that it is quite impossible to 
say just when it ceases to be normal or 
physiological and becomes abnormal or 
pathological. Certain it is, however, that 
physiological tonsils are often mistaken for 





1Read before the Philadelphia Pediatric Society, De- 
cember 8, 1914. 





pathological ones and treated or, as our 
friend Dr. John N. Mackenzie would say, 
massacred accordingly. 


VOICE. 


Voice is the material of which speech and 
song are made. It is one of the vehicles for 
the expression of thought and feeling, and 
it is, therefore, essential to psychological 
as well as physiological development. I 
have defined voice as being a moving col- 
umn of breath set in vibration by its own 
impact with the vocal bands and reénforced 
by its diffusion through the various reson- 
ance chambers into the surrounding at- 
mosphere. While this is a fairly good 
working definition, it is not sufficiently 
comprehensive. It defines voice in its sub- 
jectivity, and it does not take into account 
such objective features as the nature of the 
surrounding atmosphere in which or 
through which the sound waves traverse, 
and the ear upon which these sound waves 
impinge. If there were no surrounding at- 
mosphere and no ear to hear, there would 
be no voice. 


RELATION OF THE LYMPHOID TISSUE TO THE 
VOICE. 

There are three ways in which the 
lymphoid tissue of the upper respiratory 
tract may affect the voice and influence its 
development: First, through its action as 
a lubricant to the pharynx ; second, through 
its influence upon the action of the muscles 
employed in phonation; and third, through 
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its effect upon the resonance chambers of 
the voice. 

Although the lymphoid tissue in the up- 
per respiratory tract may not be regarded 
as constituting what is commonly known as 
secretory organs, yet that it does tend to 
lubricate the pharynx is a fact that must be 
apparent to every observant clinician. An- 
atomists and physiologists agree in giving 
to the tonsils a lubricating function, and 
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Fic. 1.—Normal palate in complete relaxation, with deep 
fosse, and normal tonsils slightly protruding behind the 
edges of the anterior pillars. 


it is a well-known fact that the removal of 
large portions of the lymphoid tissue has a 
very decided drying effect upon the 
pharynx. One of the most annoying and 
even distressing sensations following tonsil- 
lectomy, especially in adult patients, is what 
they call a dryness in the throat, which 
oftentimes is so great as to materially affect 
both phonation and articulation. The lu- 
bricating function, therefore, of the lymph- 
oid tissue in the upper respiratory tract 
must not be ignored in our treatment of 
this region. 

The most important effect of the lymph- 
oid tissue of the upper respiratory tract 
upon the voice is that relating to the action 
of the muscles employed in vocalization 
and articulation, and the muscles chiefly so 
affected are those in the region of the 
faucial tonsils, namely, the palatopharyngei 
and the palatoglossi muscles. These two 
pairs of muscles control to a great degree 


the various positions of the other import- 
ant vocal organs during phonation and ar- 
ticulation, namely, the tongue, the palate, 
and the larynx. 

The palatoglossi, to be sure, are small, 
delicate muscles, but they are often highly 
developed in singers and professional voice 
users, and they serve in great measure to 
regulate the relative positions of the tongue 
and soft palate in the production of voice, 
and they also indirectly affect the action of 
the laryngeal muscles by helping to control 
the palatal and lingual positions during the 
phonatory actions of the vocal cords and 
other portions of the larynx. 

The palatopharyngei muscles, however, 
are the more important of the two pairs of 
muscles so far as phonation and articulation 
are concerned, because it is upon their integ- 
rity that the action of the vocal cords in 





Fic. 2.— Same palate as in Fig. 1, with levator muscles in 
contraction and the palatopharyngei muscles in position to 
perform their cord-stretching function. 


controlling and regulating the pitch of the 
voice largely depends. 

The palatopharyngei have been very 
properly called cord-stretching muscles, and 
they are peculiarly adapted to this purpose 
because of their attachments to the soft pal- 
ate above and to the superior cornua of the 
thyroid cartilage below. The soft palate 
becomes more or less fixed to the superior 
wall of the pharynx during the emission of 
tone, and the palatopharyngei muscles acting 
from this fixed point upon the superior 
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cornua of the thyroid cartilage serve to tilt 
the cartilage forward, thus tending to 
stretch the vocal cords. The palato- 
pharyngei, therefore, are important muscles 
in controlling the pitch of the voice. (See 
Figs. 1 to 8.) 

The character or quality of the voice is 
determined largely by the size, shape, and 
contents of its resonance chambers. There 
are other factors, of course, which combine 
to distinguish one voice from another, but 





Fic. 3.— Large obstructive tonsils obscuring the posterior 
pillars and interfering with their thyroid tilting and cord- 
stretching function. 


they are, comparatively speaking, of little 
importance. The resonance chambers of 
the voice are the nasal, nasal accessory, 
oral, pharyngeal, laryngeal, and thoracic 
cavities, and they may all be affected or at 
least influenced in respect to their size, 
shape, and contents by the lymphoid tissue 
in the upper respiratory tract. 

It is well known that obstructive adenoids 
and tonsils may and do interfere with the 
development of all the facial bones, includ- 
ing the alveolar arches, and through their 
effect upon respiration and phonation they 
interfere also with the development of the 
pharyngeal, laryngeal, and thoracic cavities. 
Thus the size and shape of all the resonance 
chambers of the voice may be materially 
altered during their development. 

Moreover, the characteristic resonance of 
a cavity being largely determined not only 
by the size and shape of the cavity but also 


THE THERAPEUTIC GAZETTE. 








by its contents, it follows that the lymphoid 
tissue in the nasopharynx, oropharynx, and 
larynx goes far in determining their char- 
acteristic resonance and thus in giving to 
the voice its distinctive features. The voice 
can only be normal when this lymphoid 
tissue is normal, and when the lymphoid 
tissue is increased in size, as it is by in- 
tumescences and hypertrophies, the reson- 
ance of the voice must be impaired, and the 
degree of the impairment will depend upon 
the degree of enlargement of the tissues 
forming the contents of the chambers. 
Not only do enlargements of the lymphoid 
tissue affect the voice, howover, but dis-. 
eased conditions of this tissue, by rendering 
the contents of the resonance chambers sep- 
tic and thus causing a thickening of the 
adjacent or surrounding membranes and 
muscles, are also reflected in the voice. A 
septic pharynx, for example, resulting from 
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Fig. 4.—Palate with well-defined pillars after tonsillotomy, 
the capsules being preserved. 


diseased faucial tonsils is always a con- 
gested pharynx, and the palatal and lingual 
muscles are always heavy and sluggish in 
their action during the act of phonation as 
well as that of articulation. 

We must conclude, therefore, that the 
lymphoid tissue of the upper respiratory 
tract is beneficial to voice production when 
it is in its normal state, but in its abnormal 
state it is necessarily detrimental to phona- 
tion and articulation and absolutely ob- 














structive to all efforts toward artistic vo- 
calization, whether it be for speaking or 
singing. 

The lymphoid tissue in the upper respi- 
ratory tract that becomes prejudicial to the 
voice is also prejudicial to the general 
health of the individual, and there is a dual 
reason, therefore, for trying to restore it to 
its normal condition. 


OPERATIONS. 


Indications for operative measures upon 
the lymphoid tissue of the upper respira- 
tory tract should always be regarded as 
more or less of a misfortune so far as the 
voice is concerned for the following rea- 
sons: First, a tonsil that requires operative 
measures is always either hypertrophied or 
degenerated, or both, and either or both of 
these conditions are deleterious to the 
voice; and, second, it is doubtful whether 
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Fic. 5.—Right posterior pillar partially destroyed and its 
remnant adherent to anterior pillar, the fossa being entirely 
obliterated as a result of tonsillectomy. Both pillars free 
on left side, the capsule having been left intact. 


any kind of an operation upon the tonsils 
can ever quite restore them to their normal 
condition and thus enable them to perform 
their normal functions in voice production. 
An improvement in vocalization, therefore, 
is all that can be promised to those requir- 
ing operative measures. The great vocalists 
have not had operations performed upon 
their tonsils, and they have not had tonsils 
that call for such procedures, else they 
would not be great vocalists. 


ORIGINAL COMMUNICATIONS. 








89 


The primary and chief reason for ton- 
sillar surgery is and must always be to im- 
prove or conserve the general health of the 
individual, and the secondary, but scarcely 
less important, reason is to improve or con- 
serve the individual’s voice. These two 
reasons should be taken into consideration 
prior to every tonsil operation, and they 
should be given the degree of consideration 
that each of them demands. In the case of 
the singer or the prospective singer, the 
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Fic. 6.—Deformity resulting from destruction of mucous 
membrane and muscular fibers connecting palatopharyngeus 
muscle to the middle of soft palate on right side, after ton- 
sillectomy. 


voice should be held in somewhat greater 
respect; but the truth is that every child 
should be regarded as a possible singer, and 
the conservation and development of its 
vocal organs should always be kept in mind. 

Other things being equal, the less radical 
the operation the less liability will there be 
of injury to the voice, and hence the great 
desirability of conservatism in tonsillar sur- 
gery whenever radicalism is not absolutely 
indicated. As Dr. Thomas R. French, of 
Brooklyn, has well said: “Let us be radi- 
cal when we must and conservative when 
we may.” 

The tonsil operation in children is one 
concerning which there is much difference 
of opinion, ranging all the way from that 
of those who would rarely operate before 
puberty to that of those who operate freely 
whenever occasion presents itself. The 
fact is, however, that if conservatism is 
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ever indicated in tonsillar surgery, it is in- 
dicated in the case of children, because the 
probabilities are that the active lymphoid 
tissue of children has important systemic 
functions and because the voice is more 
easily injured during the growth and de- 
velopment of the vocal organs than after 
they have come to maturity. 

Moreover, with our present limited 
means of making differential diagnoses, it 
is very easy to mistake cause for effect in 





Fic. 7.—The uvula snipped off, pillars wounded on right 
side and adherent on both sides, with fosse obliterated, 
after tonsillectomy. 


the pharyngeal diseases of childhood. A 
mere congestion of the pharynx, for ex- 
ample, or even an occasional attack of ton- 
sillitis, is not a sufficient reason for remov- 
ing the tonsil, for the cause of the disturb- 
ance may be, and often is, in some other 
and even remote region of the body. 


SUMMARY AND CONCLUSIONS. 


Lymphoid tissue is always present in the 
upper respiratory tract, and it has impor- 
tant mechanical as well as systemic func- 
tions. In its normal condition it is bene- 
ficial to the voice, because it tends to lubri- 
cate the pharynx, to direct the action of the 
vocal cords and to improve the functions 
of the resonance chambers, but in its ab- 
normal condition it is harmful to the voice, 
in that it tends to either over or under lu- 
bricate the pharynx, to deflect the action 





of the vocal muscles, and to impair the 
functions of the resonance chambers. 

Normal lymphoid tissue in the upper 
respiratory tract should never be removed 
for any reason whatsoever, and abnormal 
lymphoid tissue should be treated on 
strictly medical and surgical principles. 

Abnormalities that are deleterious to the 
general health of the individual are also 
deleterious to the voice, but operative meas- 
ures that are beneficial to the general health 
of the individual may be decidedly injurious 
to the voice. 

From the vocalist’s standpoint, therefore, 
the highest degree of conservatism that is 
consistent with the principles of good surg- 
ery should always be practiced. As I have 
said elsewhere, an extracapsular tonsillec- 





Fic. 8.—Deformity resulting from a too radical operation 
in the adult pharynx. Adhesions between the pillars with 
pocket formations on the right side, and the posterior pillar 
on the left side pinned to the wall of the pharynx by an in- 
flammatory adhesion. This produces asymmetry of the 
palate by holding the left side high up in the pharynx. 
The lower portion of the posterior pillar being attached 
also to the wall of the pharynx, this important muscle is 
entirely out of commission so far as its cord-stretching 
functions are concerned. 


tomized pharynx is always a more or less 
damaged pharynx, and the operation should 
only be done when the damage to the 
pharynx and to the individual threatens to 
become greater by leaving it undone. 

The accompanying pictures will serve to 
illustrate some of the unfortunate results 
which have followed the radical operation 
as performed in many instances by the 
most skilful and distinguished operators. 








EDITORIAL. 


THE STATUS OF THE TONSIL. 





In this issue of the THERAPEUTIC Ga- 
ZETTE we are glad to be able to publish four 
papers which we think fairly represent the 
attitude which should be taken by the gen- 
eral practitioner and specialist in regard to 
tonsillotomy or tonsillectomy. Several 
times during the last two or three years we 
have called attention to the fad of extirpat- 
ing the tonsils, and it will be recalled that 
we quoted with approval a vigorous article 
by Dr. Mackenzie, of Baltimore, entitled 
“The Massacre of the Tonsils.” 

In the discussion of the four papers 
which appear in this issue of the THERa- 
PEUTIC GAZETTE the writer of this article 
stated that, so far as the general practi- 
tioner was concerned, he thought it desir- 
able that definite statements should be 
made, by those competent to make them, as 
to the kind or type of tonsil which should 
be subjected to operative measures. Mani- 
festly the type which must be attacked is 
that in which the follicles of the tonsil are 
continuously infected, producing not only 
local inflammatory change, but possibly 
also inducing more or less systemic infec- 
tion. These tonsils are not necessarily 
greatly enlarged. Sometimes they are so 
hidden behind the half-arches as not to be 
readily seen, except upon skilful examina- 
tion. They demand attention even when 
small and hidden, whereas the large fibroid 
tonsil, which often projects even to the 
uvula, but which has few, if any, enlarged 
follicles, and is often somewhat paler than 
the surrounding mucous membrane, may be 
left in situ without disadvantage, unless 
both tonsils are so affected that by mechan- 
ical obstruction they interfere with swallow- 
ing and proper breathing, particularly if the 
nasopharyngeal adenoids are diseased. Such 
tonsils are then an associated evil, but one 
such tonsil without diseased nasopharyn- 
geal adenoids often causes no trouble what- 
ever, and ultimately, with the child’s adoles- 
cence, undergoes atrophy and ceases to be 
in any way a factor worthy of consideration. 
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So, too, when the tonsil shows numerous 
ragged edges resulting, possibly, from pre- 
vious attacks of inflammation with second- 
ary overgrowth of connective tissue and 
without chronic infection, 
need not be attacked. 

Again, it would appear that it is not nec- 
essary in all cases when removing naso- 
pharyngeal adenoids to simultaneously re- 
move the tonsils as well, since oftentimes 
this operation is severe and is not abso- 
lutely devoid of danger; it materially pro- 
longs the period of operation, and may be 
followed by grave hemorrhage, or be accom- 
panied by anesthetic accident. We think, 
too, that the point made by Dr. Makuen in 
regard to damage to the pharyngeal muscles 
and half-arches is not given the considera- 
tion which it deserves by the general prac- 
titioner or by the specialist, and it is worthy 
of note that in these papers, and in the dis- 
cussion which followed their reading, it 
seemed to be the consensus of opinion that 
operations upon the tonsils of children un- 
der five years of age are not advisable, ex- 
cept under extraordinary conditions. In 
other words, as we have already pointed 
out, these four papers, representing the 
views of men who are especially engaged in 
this line of work, breathe an atmosphere of 
safe conservatism which deserves attention. 
In no instance is the attitude taken that the 
tonsil, with certain conditions present, ought 
not to be treated by operation, yet the com- 
mon view that all large tonsils ought to 
be taken out is strongly condemned. 

That there is a “massacre of the tonsils” 
going on is shown by a statement made 
during the discussion of these papers that 
on visiting an institution in a city other 
than Philadelphia, the speaker was sur- 
prised to learn that “tonsillotomy opera- 
tions were booked three weeks ahead.” 

In the New York Medical Journal of De- 
cember 5, 1914, French writes upon the 
topic of tonsillotomy versus tonsillectomy 
and strongly advocates the careful examina- 
tion of a piece of tonsil removed by for- 
ceps before determining the character of 
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the operation which is to be proceeded 
with. Concerning enlarged tonsils in 
adults, he says that in those which have 
failed to undergo retrograde metamorpho- 
sis we are often able to effect the most sat- 
isfactory impression upon secondary in- 
fections by clearing out the crypts and ap- 
plying local medical treatment, although, 
unhappily, such methods “are rarely pos- 
sible in young children, for the age of rea- 
son has not yet begun.” He further states 
that if the tonsils of children are large 
enough to cause obstruction to respiration, 
or are clearly diseased and believed to be 
the cause of recurrent local disturbances or 
secondary conditions, there is, as a rule, 
nothing to be done short of surgery. He 
adds that he cannot subscribe to the view 
that enlargement of the tonsils is in itself 
a menace, and he advocates that when the 
operations are performed upon the ton- 
sils that, whenever possible, the capsules of 
the tonsils should be spared. He agrees 
with the view held by Makuen that the 
tonsils serve as protective agents in the 
faucial region. French concludes his pa- 
per with the following summarization of 
his views: 

1. A differential diagnosis should be 
made to determine, if possible, whether the 
tonsils are the probable sources of infec- 
tion or are free from disease. The indica- 
tions in the clinical history and outward ap- 
pearances of the glands are often sufficient 
for this purpose. 

2. Because of the possible existence of a 
tonsillar function, also because of the sub- 
sequent pharyngeal deformity and the con- 
sequent alteration of the quality of the 
voice occasioned by tonsillectomy, it is de- 
sirable to leave the capsules in the tonsillar 
fosse whenever possible. 

3. While all extensively diseased tonsils 
should be enucleated, it is probably safe to 
say that at least eighty per cent of enlarged 
tonsils do not contain foci of infection, and 
therefore do not need to be completely re- 
moved, and, indeed, unless obstructive to 
voice or respiration, do not need to be re- 
moved at all. 


4. In cases in which there is a doubt of 
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the character of the interior of the tonsils, 
but which are brought to operation for the 
removal of irritating or obstructive adenoid 
growths, a fairly accurate knowledge of the 
condition of the crypts or of the presence 
of pus sacs or pockets can be determined 
by removing, at the beginning of the opera- 
tion, a substantial portion of one tonsil and 
submitting it at once, in a brilliantly illum- 
inated field, to examination under a finely 
ground loupe with a magnification of from 
five to ten diameters. 

5. If the tonsil from which the section 
was taken is found to be apparently free 
from disease, and the clinical history is 
without significance, the remainder of the 
gland should be removed by complete ton- 
sillotomy—that is, down to the capsule. 
The opposite tonsil, if not obstructive, may 
then with propriety be left alone, but if ob- 
structive, it also should be removed by com- 
plete tonsillotomy. If the exploratory sec- 
tion, however, shows that one tonsil is dis- 
eased, then both tonsils should be enucleat- 
ed. The base left after a considerable part 
has been removed for examination can be 
as readily enucleated as if a part had not 
been removed. 

In the discussion which followed the 
reading of Dr. French’s paper Dr. Bryson 
Delavan, of ‘New York, pointed out, very 
wisely, that discrimination must be made 
between the various forms of tonsillar en- 
largement and in selecting the operation 
best suited to the type of trouble repre- 
sented in the given case. He also placed 
himself with those who believe that the 
tonsil has some useful physiological func- 
tions. 

Following Dr. Delavan, Dr. Swain, of 
New Haven, said that in the treatment of 
tonsils “their (physicians’) sins had been as 
scarlet, and in the slaughter one had arisen 
who cautioned.” He emphasized the point, 
also emphasized by Dr. Wood in his 
paper in this issue, that the general prac- 
titioner and pediatrist are often respon- 
sible for operations on the tonsils in that 
they send their patients to the specialist 
with the request that the operation be per- 
formed, sometimes not even the advisability 
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of the operation being left to the laryngol- 
ogist. Surely this is an instance of pro- 
fessional courtesy run mad. He ended his 
discussion with these somewhat effective 
words, to wit, that “he hoped that God 
would speed the day when, knowing more, 
they would seek to further their knowledge 
and prove their skill by other means than 
through the gory circlet of the guillotine.” 

In other words, the trend of thought in 
regard to operations on the tonsils may be 
said to have approximately reached its 
proper level. It is evident that too much 
has been attempted. We must now take 
care that there is no revulsion of feeling so 
that too little is done when conditions de- 
mand that something shall be done. 





A NEW WAY OF PREVENTING AND 
TREATING LEAD POISONING. 





Although chronic lead poisoning is recog- 
nized as one of the most common intoxica- 
tions, and although we have a very clear 
conception of its symptomatology, there 
still remains much to be done in prevent- 
ing its occurrence and in producing a cure 
after the lead has been slowly absorbed and 
deposited in considerable quantities in the 
tissues. Beyond a free administration of 
the iodide of potassium to aid this elimina- 
tion, we possess few measures which can 
be relied upon to give results along elimina- 
tive lines. A good deal of interest is there- 
fore attached to the suggestion made in 
1913 by Sir Thomas Oliver that the lead 
be removed from the body by an electro- 
lytic method. This method consists in 
placing the hands and feet in vessels con- 
taining a salt solution and applying to them 
the anode or cathode, the other, or indiffer- 
ent, electrode being applied to the skin of 
the body by means of a pad moistened with 
salt solution. This idea rests upon the belief 
that the lead is present in the tissues in the 
form of a metallic chloride or other inor- 
ganic salt, and that under the influence of 
the electric current it will be passed out- 
ward and be deposited on the aluminum 
electrodes which are in the fluid surround- 


ing the various extremities. Oliver is re- 


sponsible for the statement that under this 
method of treatment the characteristic blue 
line of the gums disappears and that the 
lead becomes chemically demonstrable upon 
the electrodes in the bath. The current 
used varies from 20 to 10 milliamperes with 
a voltage of 16. 

In the Lancet of October 3, 1914, Goadby, 
who is the Special Medical Referee for 
London for Industrial Poisoning, reports 
the experiments which he has carried out 
upon animals, which lead him to combat the 
opinions of Oliver, because he claims that 
both in vivo and in vitro he is unable to 
discover that lead is eliminated from the 
animal body by the electrolytic methods ad- 
vised by Oliver, either for the prevention 
of lead poisoning by causing the elimina- 
tion of small quantities of lead taken into 
the body day by day, or in chronic cases 
in which it has been freely deposited in the 
tissues. 

It is interesting to note that in the same 
issue of the Lancet there is another com- 
munication upon the electrolytic treatment 
of lead poisoning, by Oxley. Unlike the ex- 
periments made by Goadby, who used ani- 
mals into which he introduced lead, he used 
human beings as well as animals. Unfor- 
tunately for those who are interested in 
the treatment of this condition, his con- 
clusions are in accord with those of Goad- 
by, in that his results were uniformly neg- 
ative in both man and animals, in the sense 
that he failed to find that the elimination of 
lead took place. His explanation of the 
failure of the method is as follows: The 
body may be regarded as a mixture of dif- 
ferent salts in solution as electrolytes of a 
strength of about 8 per 1000, added to 
which there would be a small percentage of 
some unknown lead compound which may 
be present in a condition which does not 
lend itself to electrolysis. Accepting Legge’s 
and Goadby’s figure of 0.005 gramme per 
kilo as a minimal poisonous dose, the pro- 
portion of lead ions to tissue ions would be 
no more than 1 in 1600. It has been found 
that in a solution of mixed electrolytes all 
of them assist in the conduction of the cur- 
rent and take part in the migration toward 
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the poles. The ratio of concentration of 
ions does not undergo change. They are 
not all deposited on the electrode, but they 
are using up the current, leaving very 
little to take part in the electrolysis of the 
lead. Oxley calculates that the amount 
of electricity so available would not be suf- 
ficient to deposit more than 0.04 milli- 
gramme of lead per bath, which is so 
small a quantity as to be negligible. Oxley 
believes that the total possible effect of a 
bath would be to remove from the super- 
ficial layers of the skin an amount of lead 
not exceeding 1/7500 of a grain. Further- 
more, it would appear that the use of elec- 
tricity in these cases does not aid in the 
elimination of lead by the kidneys through 
the lead being placed in solution, because 
Oliver himself states that after the bath the 
excretion of lead by these organs is dimin- 
ished rather than increased; a result con- 
firmed by Oxley, who in two examinations 
found no lead in the urine after the baths. 

In view of the very positive statements 
of Oliver, these contradictory researches 
possess considerable importance, and we 
look forward with great interest to what 
Sir Thomas Oliver may bring forward in 
support of his views. We trust that he will 
be able to prove his case, as the method may 
possess considerable importance if found to 
be competent. 


THE JAWS, THE TEETH, AND THE 
GENERAL PRACTITIONER. 





The time has not long passed when the 
general practitioner had no interest in the 
condition of the jaws and teeth of his pa- 
tient, save that occasionally he was called 
upon to remove with forceps a troublesome 
molar. With the advance in our knowl- 
‘edge concerning the causes of many dis- 
eases, and with our constantly increasing 
information as to the means by which bac- 
teria find their way into the tissues of the 
body, we are now on the lookout for septic 
foci, and in a very large proportion of 
cases find them about the teeth, in the form 
of a pyorrhea alveolaris, and sometimes in 
the tonsils. From these two centers of in- 








fection microorganisms gain access to the 
circulation or to the lymph channels, and, 
being carried to other parts of the body, 
induce arthritis, infections of the kidney 
and bladder, of the endocardium, and 
sometimes of the pleura. Recently we have 
seen several cases in which the presence of 
pus about the roots of the teeth has re- 
sulted in serious and prolonged illness, with 
all the manifestations of septicemia. 

Not only may general systemic infection 
arise from these causes, but the swallow- 
ing of germ-laden saliva, or food so con- 
taminated, results in an infectious catarrh 
of the stomach and intestines and possibly 
induces inflammatory changes in the mu- 
cous membrane of the common bile duct 
and finally of the gall-bladder. It is of 
vital importance, therefore, that in investi- 
gating an obscure case of fever and arthri- 
tis the condition of the oral cavity be care- 
fully looked into, that the dental surgeon 
shall be called in consultation to discover 
and remove the foci of infection, and that 
the expert with the -+-rays shall also be 
asked to aid in the discovery of a possible 
cause of illness, since it not infrequently 
happens that by this means a septic focus 
at the root of a tooth is discovered. 

Under these circumstances the tooth 
should be removed, or its surrounding tis- 
sues so treated that, with the aid of antisep- 
tic applications, free drainage may be ob- 
tained. Frequent washings of the mouth 
with peroxide of hydrogen and water in the 
proportion of 1 to 3 should be resorted to, 
or in other instances a mouth-wash con- 
sisting of 10 minims of the tincture of 
iodine in half a glass of water may be used 
for the same purpose. In still other in- 
stances a mouth-wash containing chlorate 
of potash and tincture of myrrh may be 
employed with advantage. 

It not infrequently happens that septic 
foci about the teeth produce no general 
or local symptoms until by some illness or 
other cause the patient’s vital resistance 
becomes impaired, and then the microor- 
ganisms which have been lurking about the 
roots of the teeth are able to induce severe 
illness. 
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In cases in which the infection is due to 
the amceba buccalis, hypodermic injections 
of emetine have proved of value. 


WHAT THE PHYSICIAN MUST DO 
UNDER THE SO-CALLED HARRI- 
SON ACT. 





Some of our readers may not be aware 
that on December 17th, 1914,-the so-called 
Hfarrison Act governing the conduct of phy- 
siclans who may wish to prescribe certain 
drugs was approved and that it will go into 
effect March 1, 1915. This Act is of vital 
importance to the Profession. It must be 
remembered that the measure is a Revenue 
law and does not in any particular make it 
unnecessary to observe State and Munici- 
pal Antinarcotic Laws. 

This Act makes it unlawful on and after 
March 1, 1915, for any person (including 
partnerships, associations, companies, or 
corporations, as well as natural persons) to 
produce, import, manufacture, compound, 
deal in, dispense, sell, distribute, give away, 
send, ship, carry or deliver in’ interstate 
commerce, or have in one’s possession or 
control, any drug embraced in the Act, un- 
less such person has registered his name, 
place of business and place or places where 
such business is to be carried on, with the 
Collector of Internal Revenue of his dis- 
trict, and paid a special tax of one dollar, 
which must be paid on or before July 1st, 
annually thereafter. 

The drugs embraced by the Act are: 
()pium and coca leaves, their compounds, 
derivatives, salts and preparations, except- 
ing “preparations and remedies which do 
not contain more than two grains of opium, 
or more than one-fourth of a grain of mor- 
phine, or more than one-eighth of a grain 
of heroin, or more than one grain of co- 
deine, or any salt or derivative of any of 
them in one fluid ounce, or, if a solid or 
semisolid preparation, in one avoirdupois 
ounce ; or to liniments, ointments, or other 
preparations which are prepared for ex- 
ternal use only, except liniments, oint- 
ments, and other preparations which con- 
tain cocaine or any of its salts or alpha or 
beta eucaine or any of their salts or any 


synthetic substitute for them: Provided, 
That such remedies and preparations are 
sold, distributed, given away, dispensed, or 
possessed as medicines and not for the pur- 
pose of evading the intention and provisions 
of this Act. The provisions of this Act 
shall not apply to decocainized coca leaves 
or preparations made therefrom, or to other 
preparations of coca leaves which do not 
contain cocaine.” 

The Act makes it unlawful for any per- 
son, even one who has registered and paid 
the special tax, to sell, barter, exchange or 
give away any of the aforesaid drugs ex- 
cept in pursuance of a written order on a 
form to be supplied the registrant by the 
Collector. This form will be in duplicate. 
The purveyor must keep the orders he has 
filled for two years subject to official inspec- 
tion; and the purchaser must do likewise 
with the duplicate which he retains. These 
order forms will be sold to registrants at 
the rate of one dollar per hundred, and will 
bear the name, address and Special Tax 
number of the person to whom they are 
issued. They cannot be used by any other 
person under penalty. 

The provision requiring order forms, 
however, does not apply to dispensing or 
distribution by physicians, dentists and vet- 
erinarians who have registered under the 
Act and who keep a record of the drugs 
dispensed or distributed to patients whom 
they do not personally attend. This record 
must show the amount dispensed or dis- 
tributed, the date, the name and address of 
the patient; and must be kept open for in- 
spection for two years. 

The provision requiring official order 
forms also does not apply to the sale, dis- 
pensing or distribution by a dealer who has 
registered under the Act upon the pre- 
scription of a physician, dentist or veteri- 
narian who has registered under the Act, 
provided the prescription be dated as of 
the day on which signed, be signed by and 
bear the registry number of the qualified 
prescriber, also the name and address of 
the person for whom the prescription is 
written, and must be preserved for two 
years for official inspection. 

Nor does the provision requiring official 
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order forms apply to exportations lawfully 
made; nor to sales, etc., to federal and 
other officers lawfully engaged in making 
purchases and hereafter more particularly 
enumerated. 

“SecTION 8. That it shall be unlawful for 
any person not registered under the pro- 
visions of this Act, and who has not paid 
the special tax provided for by this Act, to 
have in his possession or under his control 
any of the aforesaid drugs; and such pos- 
session or control shall be presumptive evi- 
dence of a violation of this section, and also 
of a violation of the provision of section 
1 of this Act: Provided, That this section 
shall not apply to any employee of a regis- 
tered person, or to a nurse under the super- 
vision of a physician, dentist, or veterinary 
surgeon registered under the Act, having 
such possession or control by virtue of his 
employment or occupation and not on his 
own account; or to the possession of any 
of the aforesaid drugs which has or have 
been prescribed in good faith by a phy- 
sician, dentist, or veterinary surgeon regis- 
tered under this Act; or to any United 
States, state, county, municipal, district, ter- 
ritorial or insular officer or official who has 
possession of any said drugs, by reason of 
his official duties, or to a warehouseman 
holding possession for a person registered 
and who has paid the taxes under this Act; 
or to common carriers engaged in transport- 
ing such drugs: Provided further, That it 
shall not be necessary to negative any of 
the aforesaid exemptions in any complaint, 
information, indictment, or other writ or 
proceeding laid or brought under this Act; 
and the burden of proof of any such exemp- 
tion shall be upon the defendant. 

“Section 9. That any person who vio- 
lates or fails to comply with any of the re- 
quirements of this Act shall, on conviction, 
be fined not more than $2000 or be impris- 
oned not more than five years, or both, in 
the discretion of the court.” 

It is important to bear in mind that it is 
unlawful for any person, with certain ex- 
ceptions, who has not registered and paid a 
tax to have in his possession or under his 
control any of the aforementioned drugs. 


Physicians after March 1, 1915, must. 
therefore, follow the rules named below: 

1. Make application to the Collector of 
Internal Revenue of his District for regis- 
tration upon blank to be obtained from such 
Collector ; and pay the required tax. 

2. Make application to the same official 
for the number of order forms wanted and 
tender payment for the same at the rate of 
$1.00 per hundred. Application should be 
made on blank to be obtained from the Col- 
lector of Internal Revenue. 

3. March 1, 1915, take an accurate inven- 
tory of every item in stock coming under 
the operation of the law. 

4. Make all orders for drugs coming 
under the operation of the law in duplicate 
upon order forms secured according to 
paragraph 2 above, and keep copy on file 
for two years. 

5. Keep a record of the drugs coming 
under the operation of the law dispensed or 
distributed (except when dispensed or dis- 
tributed directly to patient) showing: (1) 
date when such drug is dispensed or dis- 
tributed; (2) kind and quantity dispensed 
or distributed in each case; (3) name and 
residence of the person to whom such drug 
was dispensed or distributed. This record 
must be kept for two years subject to in- 
spection. 

6. Druggists cannot fill prescriptions un- 
less: (1) the prescriber has registered 
under the Act; (2) the prescription is dated 
as of the day issued and signed by the pre- 
scriber ; (3) the prescription gives the office 
address and registry number of the pre- 
scriber; (4) the prescription contains the 
name and address of the person for whom 
the drug is prescribed. 





THE CHRONIC ABDOMEN. 





Under this title Connell (Surgery, Gyne- 
cology and Obstetrics, December, 1914) 
contributes in a brief but highly important 
article the results of his clinical work upon 
a class of cases for which medicine has 
done little and possibly surgery less. He 
applies the term “chronic abdomen” to cases 
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which could not be attributed to ovarian 
trouble, to displacements, to appendicitis, 
to duodenal or gastric ulcer, to pylorospasm, 
enteroptosis or gastric crises, and notes that 
treatment directed toward the cure of these 
conditions has many times failed to give 
permanent relief to patients having more or 
less of the symptoms included under the 
caption chronic abdomen. 

Chronic abdomen may be characterized 
by abdominal pain, usually in the right side, 
localized or general, constant or periodic, 
often associated with hyperesthesia or par- 
esthesia, without increase in temperature 
and rarely of such severity as to require 
morphine. It is often, but not always, re- 
lieved by recumbency. Constipation is 
usual, but may vary from the most obsti- 
nate form to diarrhea with colitis. Nausea 
and distress after eating are common, vom- 
iting rare. The symptoms described by 
Lane as autointoxication are present in a 
more or less marked degree. The most 
strikingly constant and permanent symp- 
toms are those which are called nervous. 
Physical signs are few. There is pain and 
tenderness in the right side of the abdomen, 
often in the right iliac fossa. Hyper- 
esthesia is many times characteristic. At 
times a dilated cecum may be palpated; 
there may be gurgling on palpation of this 
region. The s-ray may corroborate the 
very apparent clinical fact of delay in the 
intestinal contents. The most recent ex- 
planation as to the cause of this is intra- 
abdominal adventitious bands or mem- 
branes. Such adventitious bands may be 
found at various points within the abdomen, 
such as the terminal ileum, the ascending 
colon, hepatic flexure, duodenum and gall- 
bladder, splenic flexure, and the sigmoid. 
These abnormal (or abnormal development 
of normal) bands or membranes may cause 
various manifestations of obstruction, from 
complete and acute, through chronic ileus, 
to an entire absence of symptoms, despite 
their marked development and demon- 
strable presence. The fact that such struc- 
tures do exist without causing symptoms 
has given rise to great confusion as to their 
clinical significance. 

In order to arrive at some definite 


understanding as to the etiological rela- 
tionship between these bands or mem- 
branes and the symptoms complained of, 
it would seem advisable to review, as to 
the remote result, a series of cases in 
which the operative procedure was confined 
entirely to these structures. Connell presents 
an analysis of 19 cases in which appendec- 
tomy had been previously performed with- 
out permanent improvement, and in which 
at secondary operation these membranes and 
bands were found and an attempt made at 
their correction. Twelve of the primary 
operations were internal ones for appendi- 
citis. The time between operations was 
from one to ten years; in the majority less 
than four years. Between operations the 
history showed acute colic demanding mor- 
phine in six ; hyperesthesia in nine ; ten were 
neurotic; constipation was marked in all 
but two. There was a palpable mass in the 
right iliac fossa in seven. At the second 
operation cecum mobile was found in eleven 
of the cases. Division of the pericolic mem- 
brane and plastic repair was performed in 
thirteen ; divison of the ileal band with plas- 
tic repair in seven. While considering the 
question ‘of treatment in this class of cases 
Connell mentions the fact that two were 
treated by non-operative measures, both 
making prompt recoveries. 

As to results it is noted that one case is 
too recent to be considered; seven cases 
have been markedly and satisfactorily re- 
lieved from the symptoms ; eleven show no 
improvement. The primary result in all 
cases was dramatically favorable, but the 
symptoms began to return after a variable 
time, from a month to a year. Connell ob- 
serves that the very common condition of 
overexcitability in these cases seems to call 
for a serious study of the visceral nervous 
system and neurological consultation before 
instituting operative procedure. 

This paper accentuates first the need of 
prolonged observation before deciding as to 
the value of a given operative procedure, 
and second, the circumstance that we are 
not yet in position to offer a satisfactory ex- 
planation and, consequently, an adequate 
cure for that condition which he aptly 
terms the chronic abdomen. 
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To the profession at large his contribu- 
tion comes with special value as having 
been given in the spirit of truth and a de- 
sire for knowledge. 





PRECANCEROUS LESIONS. 





When so much has been written and 
preached upon the early recognition of can- 
cer, and particularly upon the recognition 
and ablation of those recognizable lesions 
which in their ultimate development tend to 
produce cancer, a contribution by a path- 
ologist as well known as Ewing (Medical 
Record, Dec. 5, 1914) is of special import, 
though his opening remark to the effect that 
the formal genesis of cancer is a morpho- 
logical study which traces the fully devel- 
oped tumor to the cells of origin, whilst the 
causal genesis is a physiological subject and 
deals with the factors which bring about the 
tissue changes observed, is not in itself 
largely illuminating. As to Cohnheim’s 
theory, still largely accepted by laboratory 
workers, to the effect that the beginnings 
of tumors can be traced in congenitally dis- 
placed and often embryonal cell groups, 
Ewing notes that this theory may’ be made 
to include structural abnormalities or tissue 
predispositions which are not revealed by 
obvious microscopical changes. Clinical 
observations show that the great majority 
of important tumors are not determined by 
congenital abnormalities in tissue structure, 
but arise from once normal but altered 
tissue cells, and that various forms of 
chronic inflammation are observed to pre- 
cede the development of most tumors. 

Thus Billroth observed that cancer almost 
never arises in a normal breast. V. Brunn, 
among 368 cases of cutaneous cancer of the 
limbs, found only 48 in which no previous 
alteration in the tissues could be demon- 
strated. He stated that primary cancer of 
the extremities without previous changes in 
the skin does not exist, and in the various 
organs throughout the body it is universally 
recognized that certain pathological condi- 
tions are followed in a variable but high 
proportion of cases by carcinoma. For 


such conditions Orth has employed the 
term precancerous diseases, but it must be 


remembered that these diseases possess in 
themselves not a single essential of the can- 
cerous process. They are merely observed 
to precede and favor the development of 
cancer. 

Darier has recognized three distinct pre- 
cancerous conditions: (1) Malformations ; 
(2) non-inflammatory degenerations; and 
(3) inflammatory processes and _ their 
sequels. 

Nevus is perhaps the chief malformation 
leading to cancer, but even in this the 
change is extremely rare. Nor does irrita- 
tion of these lesions cause them to degenc- 
rate into cancer. Melanoma springs full- 
fledged from the focus of origin without the 
long preliminary changes observed in 
strictly precancerous lesions. 

The keratoses of age, or of exposure, per- 
haps influenced by the predilection of he- 
redity, often precede the carcinomatous pro- 
cess by months or years, whilst xeroderma 
pigmentosum and arsenical cancer take 
much the same course. Skin cancer may 
develop in cicatricial tissue whether this 
be traumatic, tuberculous, or syphilitic. It 
is slow in its development and often poly- 
centric or diffuse in origin. Considerable 
cicatrization seems to be an essential pre- 
liminary. The x-ray dermatitis shows a 
remarkable tendency to develop carcinoma 
through a process in which cicatrization 1s 
an essential factor. A period of three to 
eleven years is required for the appearance 
of the malignant process, which is preceded 
by necrosis of the tissue, occlusion of the 
blood and lymph vessels, fibrosis, and over- 
growth of epithelium. In the more chronic 
cases fibrosis and atrophy predominate 
Ulcer of the stomach in which cancer de- 
velops is usually of long standing. Malig- 
nant degeneration is preceded by a period 
of multiple adenomatous growths on the 
margin of the ulcer. 

The most notable example of carcinoma 
following chronic inflammation is probably 
that observed in the gall-bladder from 
cholelithiasis. The disease forms 5 to 6 per 
cent of all carcinomas and is four to five 
times as frequent in women as in men. 
Gall-stones were present in 69 per cent of 
Musser’s 100 cases, 70 per cent of Fut- 
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terer’s, 85 per cent of Zenker’s, 91 per cent 
of Courvoisier’s, 95 per cent of Siegert’s, 
and 100 per cent of Janowski’s. The pro- 
portion of cases of cholelithiasis which de- 
velop cancer is placed by Rolleston at 4 per 
cent, by Slade at 18 per cent. Slade found 
microscopical cancer in ten of seventeen 
cases—59 per cent. Candler, however, 
found only two gross cancers in 315 cases 
of gall-stones among the insane. Tumor 
arises early in the course of lithiasis and 
takes a papillary or glandular character, or 
late, and then takes the form of infiltrating 
or fibrocarcinoma. The well-defined form 
of hepatic carcinoma arises from chronic 
irritation and stasis of the larger bile-ducts. 

There seems to be something in the 
chemical or mechanical nature of the irri- 
tation by cholesterin which is peculiarly ef- 
fective in producing atypical proliferation 
of epithelium. 

In the uterus chronic catarrhal endocer- 
vicitis precedes cancer in the great majority 
of cases. Cervical erosion is the most defi- 
nitely established lesion known to precede 
cervical carcinoma. Leucoplakia comes 
next, often combined with erosion. The 
chief definite etiological factor in the causa- 
tion of carcinoma of the corpus uteri is the 
presence of myoma, 10 per cent of which, 
according to Olshausen, give rise to carci- 
nomata in the overlying and chronically irri- 
tated mucosa. In the urinary bladder the 
great majority of cancers can be traced to 
a previous or coexistent cystitis. Stoerk 
has traced a definite relation between cys- 
titis cystica and multiple papilloma, and he 
and Cahen report cases of the former de- 
veloping into carcinoma. Specific vesical 
irritants as observed in anilin workers are 
especially effective in producing vesical car- 
cinoma. 

In epithelioma of the penis, which 
forms from one to three per cent of all car- 
cinomas in males, phimosis and syphilis are 
very common antecedents. Hebrews are 
practically immune. 

Buccal and lingual cancer stands second 
or third in order of frequency. It shows a 
mortality of 75 to 90 per cent. It is pre- 
eminently due to inflammation and_ local 
irritation. The combination of syphilis, 


tobacco, and bad teeth is present in a large 
group of cases, and one of these factors 
almost always exists. The syphilitic pro- 
cess usually takes the form of leucoplakia, 
of which 30 per cent, according to Fournier, 
develop carcinoma. Darier holds that a 
complication of fissure or ulcer is usually 
necessary before leucoplakia can become 
cancer. The syphilitic process may com- 
pletely heal, while cancer develops later in 
the scar under a smooth epidermis. 

Physiological involution of organs is at- 
tended by a marked predilection for cancer. 
As seen in the prostate, the chief precancer- 
ous factor is chronic prostatitis, usually 
with hypertrophy. It is incident to the 
seventh decade. Among 500 cases of pros- 
tatic obstruction Young found 20 per cent 
cancerous, and he states that about 15 per 
cent of enlarged prostates after fifty years 
are cancerous. In this estimate there is gen- 
eral agreement. 

Regenerative hypertrophy seems to be a 
causative factor. For instance, if fish be 
placed in crowded ponds, and fed on a rich 
protein diet, there develops overactivity and 
hypertrophy of the thyroid gland, which in 
a small proportion of cases leads to malig- 
nant growth. The transformation of be- 
nign into malignant tumors is a very fre- 
quent source of cancer. 

Ewing shows that an extensive series of 
structural changes takes place in the pre- 
cancerous diseases leading up to the fully 
developed cancer, the one passing by insen- 
sible gradations into the other. It is not 
true that a pathological condition must be 
either cancer or not cancer. Only when 
the preliminary lesion shows a definite ad- 
vance into the field of genuine cancerous 
change can the term precancerous be. prop- 
erly applied. Otherwise almost every form 
of chronic productive inflammation might 
be regarded as precancerous, since in some 
instances the particular condition clinically 
passes into carcinoma. 

A distinction, moreover, should be made 
between precancerous lesions and miniature 
carcinomas. The latter only in size differ 
from the established disease and are can- 
cerous. The best definition of cancer pro- 
cess is that it is an atypical and destructive 
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proliferation of epithelium. The following 
features are regarded as criteria of a 
malignant process: (1) Cellular overgrowth 
passing beyond that observed in other pro- 
cesses affecting the same tissue; (2) atypi- 
cal qualities of the cells, metaplasia, ana- 
plasia; (3) loss of polarity; (4) hetero- 
topia; (5) desmoplastic properties; (6) 
local invasive and destructive properties ; 
(7) metastases. Any one of these attrib- 
utes of cancer may be almost exclusively 
represented in the disease. 

Important practical results follow the ac- 
ceptance of the doctrine of precancerous 
lesions. If inoperable advanced cancer is 
incurable, and localized cancer eradicable, 
the disease is preventable by dealing with 
its preliminary stages. Precancerous lesions 
are not cancer. Practically they differ enor- 
mously from the established disease. They 
can usually be removed by trivial or safe 
operations, and they are sometimes amen- 


able to less violent treatment. In general 
the gross and microscopic study tends to 
emphasize the dangers of benign tumors in 
chronic inflammations of the breast. The 
local removal of fibroadenomas, especially 
in young women, can be fully justified by 
the intact condition generally found in the 
remaining portion of the organ. In older 
women these tumors are more often mul- 
tiple and associated with chronic mastitis, 
and in some cases carcinoma has developed 
after excision of wholly benign fibroade- 
noma. Partial extirpation for chronic mas- 
titis must be regarded as only partial insur- 
ance for the life of the patient. The prac- 
tice of excising small portions of the breast 
and submitting them to hasty study by 
frozen sections, while not without value, is 
fraught with danger. If any operation is 
performed on the indurated or cystic breast 
the whole affected area or the whole breast 
should be removed. 
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THE BENZOATE OF SODIUM CONTRO- 
VERSY. 

The Medical Record of September 19, 
1914, says that three years ago, when Dr. 
Wiley’s partisans were still inveighing 
against the findings of the Referee Board 
regarding the alleged poisonous action of 
sodium benzoate when used as a preserva- 
tive of jams and meats, they claimed to 
derive much comfort from the results of a 
German investigation of the subject. The 
German government, having become inter- 
ested in the American dispute, had re- 
quested a board of experts to give an 
opinion on the use of benzoic acid and its 
salts in the preservation of food. This 
commission criticized the findings of the 
Referee Board on the ground that. its 
experinients with large doses of benzoates 
were of too short duration, and conjectured 
that ill results might follow the long- 
continued administration of the preserva- 
tive in very large doses. It also advised 
against the use of benzoates in food on the 
theoretical ground that, though they were 


evidently innocuous in small doses, one 
might eat and drink in the course of the 
day so many things containing them that a 
sufficient quantity might be taken to be 
injurious. The commission stated, how- 
ever, that one-half gramme (7% grains) of 
benzoic acid or its salts consumed in divided 
doses throughout the day must be regarded 
as harmless to the human body. This was 
sufficiently corroborative of the findings of 
the American Referee Board to convince 
any unprejudiced observer that the United 
States government was justified, on the 
strength of this Board’s report, in permit- 
ting the use of benzoate as a preservative, 
provided the facts of such use were stated 
on the package. Some more recent experi- 
ments made by Drs. Rost, Franz, and 
Weitzel of the German Imperial Board of 
Health (Arbeiten aus dem Kaiserlichen 
Gesundheitsamte, xlv, 425) have confirmed 
the previous findings as to the innocuous- 
ness of small doses continued throughout a 
long period, and have shown that the fears 
expressed by the previous experimenters 
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were groundless. They found that dogs 
could take daily doses of one gramme per 
kilogram of weight of the animal for weeks 
and months without showing any toxic 
effects. This is the equivalent of over an 
ounce and a half per day for a man of 110 
pounds, or 50 kilos, weight—a dose which 
could not possibly be taken in any amount 
of jam or other preserve that could be 
eaten in twenty-four hours. Rabbits could 
take even larger doses, from 1.5 to 2.4 
grammes per kilo of animal weight, the 
equivalent of about two to four ounces for 
a small man. This ought to dispose of the 
question finally, but probably will not, for 
those who were misled by the spectacular 
but not altogether scientific experiments of 
Dr. Wiley with his “poison squad” will 
never acknowledge themselves convicted of 
error by the German Imperial Board of 
Health after they have rejected the testi- 
mony of such men as Remsen, Chittenden, 
Herter, and Long, who composed the 
American Referee Board. 





REPORT OF CASES TREATED WITH 
RHEUMATISM PHYLACOGEN. 

STAFFORD in the Southern California 
Practitioner for September, 1914, says that 
if one accepts the theory that rheumatism 
is due to an infection, caused primarily by 
a special microorganism, the modified bac- 
terial derivatives cannot but appeal to one’s 
reason as being the most logical preparation 
to stimulate the defensive antibodies and 
resisting powers of the individual. Rheu- 
matism phylacogen has, at least in the 
writer's hands, so far excelled any former 
known method of treating inflammatory 
rheumatism that, until he is shown some- 
thing better, he will continue its use. He 
has not used this class of preparation in 
gonorrheal rheumatism or in rheumatoid 
arthritis, and therefore is not convinced 
that it is indicated in these diseases, but 
believes that in the latter disease it might 
afford relief if not cure. 

Rheumatism phylacogen shows its most 
magical action in very acute cases of short 
duration. In subacute cases of longer dura- 
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tion it promptly relieves the pain and 
tenderness of the joints, but the stiffness, 
due to long-continued inflammation and 
joint fixation, clears up more slowly and 
requires continued injections, massage, and 
passive motion. This treatment will, how- 
ever, give wonderful results compared to 
all former known medical treatment. 

Before beginning the administration of 
phylacogen in any case the writer examines 
the urine for albumin and casts. If he 
should find a nephritis, that might cause 
some hesitation in using the remedy. Before 
beginning treatment, too, it is wise, he finds, 
to assure the patient or friends that the 
injections may be followed by some un- 
pleasant symptoms, such as chills, nausea, 
palpitation of the heart, and high temper- 
ature followed by sweats, all of which are 
only temporary, and not to be regarded 
with alarm. 

All of the writer’s cases have been 
treated by subcutaneous injection, using a 
10-Cc. glass syringe with a rather small 
caliber needle and making the injection 
under the skin of the back between and 
below the scapule, and in some cases in 
the buttocks or in the abdominal walls. 

His usual primary dose for young chil- 
dren is 1 Cc.; for children over ten and 
adults 2 Cc. subcutaneously. This dose as 
a rule is sufficient, and should be increased 
gradually from day to day as the case seems 
to warrant. Originally he used much larger 
doses than he does at the present time. In 
some of his later cases he has not given at 
any time a larger dose than 3 Cc. subcu- 
taneously, except in chronic cases. This, of 
course, was in cases which responded well 
to the treatment. The question of dose and 
interval between doses is one for which no 
exact rule can be made, but must be left 
largely to the judgment of the physician in 
each individual case, which must be treated 
on its own merits. The physician must 


thoroughly understand the remedy and that 
it is intended to act by stimulating the 
formation of antibodies in the patient, and 
he must estimate in each case about what 
is to be expected, then watch the reaction 
obtained before giving the subsequent dose. 
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As a rule only a moderate or mild reaction 
in the way of chill, fever, nausea, etc., is 
desired. 

Doses are usually given daily for the first 
three days, then on alternate days for three 
to five doses, then every three to six days 
as long as any stiffness of the joints 
remains. Of course, there are variations 
from this general working plan, depending 
on the severity and duration of the reac- 
tions and on the progress of the disease. 
While giving rheumatism phylacogen the 
writer gives no other internal remedies, but 
sees to it that the patient’s bowels are kept 
active, and that he partakes of as much 
wholesome food of all kinds as can be 
digested and assimilated. Daily warm 
baths also relieve the skin of some of the 
toxic products that are eliminated by the 
perspiration, which is a rather desirable 
part of the constitutional reaction and 
usually occurs in the cases which respond 
ideally to this treatment. 

The writer has used a great deal of phy- 
lacogen since the preparation was first in- 
troduced, having treated by now over fifty 
cases, and he has had no absolute failure in 
any case. In reporting his cases he says 
that all of the patients were in private 
practice, where it was possible to keep them 
under close observation, and not only see 
the results during and immediately follow- 
ing the treatment, but to note conditions 
for weeks and months thereafter. Those 
cases reported cured mean that all symp- 
toms had left the patient and have not re- 
curred to July 5, 1914. 





THE INFLUENCE OF PITUITRIN ON 
RESPIRATION. 

Nice, Rock and CourtricHt in the 
American Journal of Physiology of Sep- 
tember 1, 1914, reach these conclusions : 

1. The characteristic effect of pituitary 
extract on respiration is an increase in the 
depth followed by a shallowness and a de- 
crease in the rate. 

2. In some cases, however, the increase 
in the depth of respiration is followed by 
shallowness and an increase in the rate. 

3. The effect of pituitrin on the respira- 
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tory mechanism occurs synchronously with 
that on the circulatory system. The ef- 
fect, however, on respiration passes off 
sooner than that on circulation. 

4. After a few injections of pituitrin, the 
respiratory mechanism becomes immune 
and the characteristic responses are not 
elicited. 





THE IMMEDIATE RESULTS OF SALVAR- 
SAN TREATMENT OF SYPHILIS, AS 
JUDGED BY THE WASSERMANN 
REACTION, USING A CHOLE- 
STERIN-FORTIFIED 
ANTIGEN. 

STILLMAN, in the Medical Record of 
September 5, 1914, concludes with these 
words an interesting article on this subject: 

Although the 43 cases reported are too 
few in number to draw any definite conclu- 
sions from, yet they seem to show that, 
when a cholesterin-fortified antigen is used 
in the Wassermann reaction: 

1. Early cases of syphilis treated by 
salvarsan injections may be changed from 
a 3+ positive to a negative. 

2. Old cases of syphilis treated by num- 
erous salvarsan injections show little or no 
improvement from a serological standpoint. 





THE PATHOGENESIS AND SYMPTOM- 
ATOLOGY OF SYPHILITIC AORTITIS. 

The Albany Medical Annals for August. 
1914, contains an article by BLUMER on this 
topic. He well says that the course and 
prognosis of syphilitic aortitis depend in the 
main on the early recognition of the disease, 
and at the present time the writer is not in 
a position to recognize the condition in its 
early stages because it is usually symptom- 
atically latent. If patients who have had 
syphilis would make it a rule to submit 
themselves to periodical examinations, in- 
cluding a Wassermann reaction, the problem 
of prognosis in syphilitic aortitis, as in 
other forms of late syphilis, would be de- 
cidedly simplified. Needless to say, malig- 
nant types of syphilis in which the aorta is 
attacked give a poorer prognosis than the 
benign forms. The extent of the damage 
which has been done before the disease is 
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recognized is also a prognostic factor of im- 
portance. Usually, with our present meth- 
ods of recognition, the disease runs a fatal 
course in frem one to one and one-half 
years from the development of the symp- 
toms. 

The causes of death in these patients are 
general anginal attacks, rupture of an 
aneurism, or cardiac decompensation. Oc- 
casionally patients are carried off by other 
forms of syphilis. Naturally some die of 
other diseases—tuberculosis, carcinoma, or 
colitis. In a number of instances suicide 
has been a cause of death. 

Keeping in mind that syphilitic aortitis is 
a manifestation of active syphilis, and not 
a parasyphilitic disease, the treatment be- 
comes obvious. The patient should be 
placed upon active antisyphilitic measures. 
While mercury and the iodides have been 
used with some measure of success, it is 
perhaps best to rely primarily upon salvar- 
san on account of the rapidity and efficiency 
of that remedy. Ehrlich’s original advice 
to avoid the use of salvarsan in patients 
with severe cardiac and vascular lesions has 
been quite widely disregarded, and usually 
without untoward results. It is true that 
occasional fatalities have occurred, but in- 
asmuch as the disease is one that of itself 
practically always proves fatal unless 
checked, it is justifiable to take the risk of 
placing these patients upon active salvarsan 
treatment. 





CAUSE AND TREATMENT OF PUER- 
PERAL SEPSIS. 

3usH in the Australian Medical Journal 
of June 6, 1914, reminds us that the treat- 
ment of this state is prophylactic or cura- 
tive. All of us are familiar with the ne- 
cessity for absolute cleanliness and asepsis 
in midwifery practice. How inconsistent 
it is for us to scrub our hands the way we 
do, or wear gloves to assure no infection 
by our own means, and yet how inadequate 
are the means we really take, or for the 
matter of that can take, to assure asepsis 
on the part of the patient. We wash the 
external parts with an antiseptic, but how 
efficiently is it really done? How many of 


us will undertake to say that the patient’s 
parts are as surgically clean as our own 
hands? The writer thinks that the parts 
should be shaved and the skin as near as 
possible to the mucous membrane of the 
vulva should be painted with iodine, and the 
vagina itself should be douched out with an 
antiseptic lotion., The writer knows that 
there are times when all these are impos- 
sible, but in hospitals most can be done, and 
he thinks should be in the case of every 
item, except possibly the douching of the 
vagina. Ideally this should be done, and in 
any case of suspected vaginal infection it is 
imperative. 

The method of examination is important. 
It should be done under full vision of the 
parts and the vulva separated with the 
thumb and forefinger of the left hand so 
as to admit the examining finger, or fingers, 
of the right hand. This minimizes the risk 
of contamination of the examining fingers. 

The usual position of dorsal decubitus is 
not at all conducive to free drainage, so that 
the lochia is more apt to be retained and 
banked back, but much is to be said for the 
reclining or semisitting position, even 
though in private practice we may fall 
short of the courage to actually get our pa- 
tient up on the fourth or fifth day. 

Some authorities have recommended that 
where there has been much handling of the 
patient, the vagina and uterus should be 
douched with an antiseptic lotion. This 
the writer does not consider advisable. If 
douching is necessary, let it be with normal 
physiological solution, but not with an 
antiseptic. The writer’s reason for this is 
mentioned below under curative treatment. 

As to curative treatment, the writer 
wants to limit his remarks to the treatment 
of early infection of the womb itself and 
does not intend to amplify the surgical 
treatment of the later developments and 
complications of surrounding parts, such as 
general peritonitis, phlebitis, and cellular 
tissue infection. 

Much has been written and much contro-. 
versy has taken place on the subject of what 
the writer would call curative treatment. 
All of us have heard and read a great deal 
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on the case for and against operative meas- 
ures, and in the abstract it is comparatively 
easy to con it all over and register a mental 
opinion as to what should and should not 
be done, but when we are active in treat- 
ment of a severe case, when the patient 
seems to be going from bad to worse and 
is obviously slipping down-hill before our 
eyes day after day, it is not, perhaps, so easy 
to maintain settled opinions and attitudes, 
and we are very much exercised in mind as 
to the proper course to pursue. The writer 
means that we can all think the matter over 
calmly when the battle is not on and say 
we do not believe in curetting or other act- 
ive measures because they are not likely to 
get rid of the actual cause—t.e., the germ— 
but are more likely to form an extensive 
and favorable breeding ground by opening 
up more areas of unprotected tissue for the 
germs to attack and multiply upon. But 
when we come to the actual firing-line per- 
haps our opinions are not so decided, unless 
we have had a number of cases to give 
us extensive experience, enough to have 
formed an actual personal opinion. Few 
of us have had such opportunities in this 
disease fortunately, and when we meet a 
case the old question crops up, “Shall we 
curette or not?” 

So curative treatment may be divided 
into operative and non-operative. 

All are familiar with the arguments for 
and against operative measures—curetting, 
for instance—so that there is no need to go 
into the whole of the subject much more 
fully, but one or two points may be men- 
tioned. The main arguments against curet- 
ting are: 

(a) Impossibility of getting rid of all the 
disease-bearing material. 

(b) Opening fresh areas for infection. 

(c) The germs have penetrated into the 
walls of the uterus and so are beyond the 
reach of the curette. 

The writer thinks all of these contentions 
must be admitted as being correct, and one 
naturally turns to the arguments for, and 
after considering them the first impression 
is that they do not balance those against the 
measure. They are: 
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(a) Removal of germs and germ-laden 
detritus. 

(b) Promotion of uterine contraction. 

(c) Freer drainage of the cavity of the 
uterus. 

Here are the arguments for and agaiust, 
and each of us must form his own opinion, 
and, moreover, he must clearly define in his 
own mind the real distinction between sharp 
and blunt curettage. The least emphatic 
opponents of curettage advocate the re- 
moval of the detritus and placental remains 
by means of the gloved finger, claiming that 
by this means no damage is done and no 
fresh areas are opened up. The writer’s 
own attitude is in the nature of a compro- 
mise. Once he is satisfied that he has a 
case of uterine infection to deal with, he 
thinks the prime consideration is to make 
sure that the uterus is empty of all that it 
should not contain—membrane, placental 
débris, blood-clot. This must be done care- 
fully and thoroughly at the one sitting, so 
that one can subsequently be quite confident 
that there is no necessity to repeat the oper- 
ation. Now the writer submits that in many 
cases it is quite impossible to do this with 
the finger, and one is driven to use instru- 
ments, and moreover he thinks instruments 
are the better, for one can work more thor- 
oughly and can be sure that the instrument 
is absolutely sterile. But the methods of 
curetting and the character of the instru- 
ments are everything. First use an ovum 
forceps to explore and remove any gross 
masses, then a large blunt curette most care- 
fully to remove further pieces, and do it 
completely and thoroughly, but ever so 
gently. If a large piece of foreign matter 
is defined it must be removed or the work 
is all in vain. To make sure that the work 
is all done the writer would not deny the 
use of the large sharp curette—not to be 
used as such, but more in the nature of an 
exploring instrument held very lightly in- 
deed in the hand to be sure that all is re- 
moved. 

Then douche. But what with? The usual 
recommendation is a weak antiseptic solu- 
tion. Can any one conceive it possible that 
a weak antiseptic solution is going to kill 
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any active pathogenic germs during the 
short space of time the fluid is passing 
through the cavity of the uterus? Person- 
ally, the writer thinks such a thing impos- 
sible, but it does a great deal of harm where 
it is supposed to do good; instead of killing 
the germs, it kills the corpuscles and other 
protective cells and thereby actually assists 
the process it is designed to thwart. In- 
stead of the weak antiseptic solution, the 
writer thinks it preferable to use sterile 
physiological solution, as this will do just 
as much in the way of removing harmful 
material and will not injure the cells. 

But if douching with antiseptic solution 
will not kill the germs, have we any means 
to our hands that will? The writer thinks 
we have, and he has tried it with what he 
considers a good measure of success. After 
the uterus is curetted in the way described 
and douched, he packs the cavity well with 
iodoform gauze squeezed out of tincture of 
iodine and gives a dose of ergot to further 
assist in inducing the uterus to contract. 
The gauze may be left im situ for any per- 
iod up to twelve hours. The writer found 
this to be a perfectly safe measure and feels 
confident that it is effective in killing most, 
if not all, of the germs in the cavity of the 
uterus. And it is not more reasonable to 
expect that it would be successful over the 
douching. It is a powerful antiseptic and 
is allowed to act over a long period, so it 
must kill the organisms. It kills the pro- 
tective cells, too, of course, but after its re- 
moval the cavity of the uterus is bathed 
with a flow of serum, and also, presumably, 
is invaded by fresh battalions of cells. The 
writer has found it does no harm and feels 
sure that it has done a lot of good. 

After packing the uterus, douche the 
vagina, and then put in a gauze lightly, to 
act as a drain. 

This packing of the uterus may be re- 
peated whenever it is considered necessary, 
but there should be no further necessity for 
any more curetting or exploring. Another 
big point in favor of this way of packing 
the uterus is that, having killed the intra- 
uterine germs, and lying as it does in inti- 
mate contact with the fresh areas that may 


have been opened up, it prevents these from 
becoming infected and old ones from be- 
coming reinfected. 

The writer prefers to include douching 
under the heading of operative measures, 
for it should be considered as such and not 
lightly undertaken, whether it be vaginal or 
uterine. 

(a) Uterine douching. “As an unsup- 
ported measure this is quite useless, and, if 
done with an antiseptic, is probably posi- 
tively harmful. The writer thinks it should 
not be used as a single measure, but only to 
clean the cavity of the uterus preparatory 
to packing or curetting. 

(b) Vaginal douching with saline the 
writer would put on a different footing. It 
effectually removes all puddles of lochia 
that may accumulate, and is not attended 
with the same risk of reinfection as is 
uterine douching. 

Bush would like to comment, in passing, 
on the remarkable optimism which must 
have supported the advocates of hysterec- 
tomy as a cure for sepsis of an otherwise 
uncomplicated uterus. It is indeed a heroic 
measure and a forlorn one. 

Under the heading of non-operative 
measures, he says that no case of uterine 
sepsis should be treated without a thorough 
bacteriological examination of the lochia. 
At the first sign of the possibility of trouble 
in the genital tract, the lochia should be 
taken and sealed under most rigid aseptic 
conditions and sent to a competent bacteri- 
ologist for his report. This is of value: 
(a) to know the active organism; (b) the 
provision of a vaccine, if it is necessary at 
any time. Knowing the actual germ that 
is causing the trouble gives us the informa- 
tion as to which serum is best to use. This 
is of advantage early, and, pending this, a 
polyvalent serum should be tried on account 
of the frequency of streptococcal infection. 

As soon as possible the vaccine treatment 
should be introduced in the prolonged cases. 
Vaccine therapy is of little or no value in 
the fulminant cases at the height of the 
fever. Care must be exercised as vaccine 
treatment is likely to do harm, and serum 
treatment is of more value in such cases and 
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is certainly safer. The bacteriologist who 
supplies the vaccine usually gives the 
minim-million cquivalent and recommends 
the initial dose and when to repeat and how 
much to increase the dose at each repeti- 
tion, but these instructions may, of course, 
be varied if indications so direct. Vaccine 
therapy is an undoubted aid to other treat- 
ment in prolonged cases and will assuredly 
shorten the duration of the disease 

As to serum therapy little need be said, 
but there is too great a tendency to give too 
small doses. The writer knows the great 
fear is anaphylaxis, but this is a risk that 
one must take in the face of a greater cer- 
tain danger. Give the serum freely at first 
and do not be afraid to repeat it soon and 
often, especially if good results are noted. 
The same remark applies here as to every 
form of treatment of this disease—even if 
the improvement is only slight it is worth a 
great deal, as it is tending to throw the bal- 
ance in the patient’s favor, and one must 
remember that this is preéminently one of 
those diseases that the longer the patient is 
kept alive the better is the chance of her 
ultimate recovery. No item, no matter how- 
ever seemingly small and _ insignificant, 
should be neglected. 

The value of saline infusion cannot be 
doubted or overestimated. It is just as 
great in this as in all cases of infection 
where elimination is the great secret of 
success. The value of saline infusion is be- 
ing universally recognized and has worked 
wonders in many diseases, and the writer 
thinks it is of great help in puerperal sepsis. 
Give it by the rectum, either intermittently 
or in the form of enemata or continuously, 
or into the cellular tissue. The writer thinks 
the best injection is the continuous subcu- 
taneous either under the breast or into the 
flank. It is a very valuable remedy. 

On the subject of drug treatment the 
writer says very little. Every one must use 
the drugs in this disease as occasion arises, 
whether stimulating, supporting, or seda- 
tive. One drug the writer would like to 
support, however—quinine. In spite of some 
opinions to the contrary, he thinks it does 
good, especially if given early. Give it in 


4-grain doses in effervescing mixture. Of 
course, the cases must be chosen, and it is 
no use continuing the drug too long or if it 
is upsetting the stomach. Another drug 
that the writer thinks is effective is sodium 
citrate. It renders the blood less coag- 
ulable and more fluid, so that it permeates 
the wall of the uterus and other parts more 
completely, thus bringing more corpuscles 
and serum into action, and it increases the 
lochia. [This is doubtful—FEp. | 


METRORRHAGIA AT PUBERTY. 


Coe in the New York State Journal of 
Medicine for September, 1914, advises that 
when the metrorrhagia assumes patholog- 
ical importance hydrastin and stypticin, or 
better, styptol, in larger doses than are 
usually given (gr. ij t. i. d.), may control the 
hemorrhage. Astringent douches (alum) 
are sometimes beneficial, but there are 
anatomical reasons why they are both 
exceedingly distasteful and difficult of use 
effectively. A combination with  strych- 
nine would suggest itself when muscular 
atony is present. [Ergot would hardly seem 
to be indicated in the presence of the unde- 
veloped uterus of early puberty. At best 
its. use (and that applies to all drugs) is 
empirical. 

While the writer agrees with Sturmdorf 
that vasodilators (especially nitroglycerin) 
are useful where there is a high blood- 
pressure, he does not feel that they are as 
useful in the metrorrhagia of puberty as in 
adults, especially in the preclimacteric stage. 
In the cases reported styptol, always an un- 
certain drug, seemed to be of at least tem- 
porary benefit, and in one (with a low 
pressure) the use of adrenalin chloride was 
also followed by distinct improvement. 

As already advised, an examination of 
the pelvic organs (preferably under anes- 
thesia) should not be unduly delayed, and 
this includes diagnostic curettement in 
most instances in order to clear up the 
diagnosis. The choice of operation will 
depend on the severity of the symptoms and 
the local condition. The writer has not 
found it necessary to do more than curette. 
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Care should be exercised in making caustic 
applications to the endometrium, which 
(like atmocausis) are not absolutely con- 
trollable and may cause irreparable injury 
to the delicate organ in subjects of tender 
years. 

A colleague has met with success in the 
treatment of obstinate hemorrhage in young 
women by ligation of the uterine arteries 
per vaginam, which is practically out of the 
question in children. The writer can con- 
ceive of cases in which explorative abdom- 
inal section might be elected (even when 
the pelvic examination was negative), but 
it would be a desperate case indeed in which 
both ovaries would be removed, not to speak 
of supravaginal amputation of the uterus. 


THE TREATMENT OF ABORTION. 

(;ARDNER, who is the professor of gyn- 
ecology in the College of Physicians and 
Surgeons, Baltimore, in the West Virginia 
Medical Journal for July, 1914, tells us that 
one point in the care of many of these cases 
that is frequently neglected is in the method 
of making the first examination. Many 
physicians who would not think of touching 
an open wound on the surface of the body 
without employing antiseptic precautions 
will make vaginal examinations in abortion 
cases without proper preparation. These 
patients should be handled from the begin- 
ning with as thorough surgical technique as 
is possible to obtain under the circum- 
stances. Before any examination is made 
at the least the external genitals should be 
thoroughly cleansed, and the examiner’s 
hands scrubbed. The neglect of these fun- 
damental precautions often introduces in- 
fection and converts an otherwise simple 
case into a complicated one. 

In a few of the recent cases, and in many 
of the long-standing cases of incomplete 
abortion, it is necessary to dilate the cervix 
before anything can be introduced into the 
cavity of the uterus. For this operation 
(sardner has always used the parallel bar 
dilator. Like nearly all efficient instru- 
ments, this one is dangerous in the hands 
of the careless. It is very easy to split the 
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softened cervix with it. To avoid this dan- 
ger all that is necessary is to remember that 
the cervix in these cases is usually very 
easily dilated, and that very little force is 
necessary to secure a sufficient dilatation to 
allow the introduction of a curette. Under 
no circumstances should great force be 
used. When the cervix does not open easily 
with the dilator, other means for enlarging 
the os should be employed. 

There is probably no instrument in the 
whole armamentarium of the surgeon that 
has been so much maligned, and on the 
other hand praised so extravagantly, as the 
curette. These wide divergences of opinion 
in regard to the value of the curette are due 
largely to the manner in which it is used. 
Those who look upon it as a surgical in- 
strument can show a long list of excellent 
results from its use. Those who employ it 
without proper precautions and with care- 
lessness of technique can and do show many 
disasters following its use. 

We must remember that a curettage is a 
major operation; that it should not be un- 
dertaken under conditions that would not 
justify the undertaking of any operation of 
importance ; that the danger of hemorrhage, 
infection, and operative accidents is always 
present and must be guarded against. To 
guard against introducing infection the 
minimum requirements are that the patient 
be thoroughly scrubbed and that the instru- 
ments and the doctor’s hands must be clean. 
The hemorrhage can be guarded against by 
the use of a curette that will empty the 
uterus quickly and completely. In excep- 
tional cases if the hemorrhage continues 
after the uterus is empty, it can be con- 
trolled by an intrauterine pack of sterile 
gauze. 

The operative accident that is most 
feared, or at least spoken of, is that of per- 
foration of the uterus by the curette. This 
accident can be avoided by remembering 
that the uterus is never perforated in with- 
drawing the curette. The perforation is 
always made in attempts to introduce it into 
the uterus. It follows that if the curette is 


introduced with care and without force, the 
much-dreaded perforation will not occur. 








The danger of breaking down the so- 
called wall of Bumm in the infected cases 
is a risk that exists, but its importance has 
been exaggerated because in a very large 
number of cases in which the curette is use- 
ful there is no wall of Bumm, and where it 
is well formed there is usually nothing to 
be removed by the curette. 

Some of the more important advantages 
of the curette are that it can be thoroughly 
sterilized; that it can be used through a 
comparatively narrow canal; it is the only 
instrument that will remove small, tightly 
adhering fragmens from the uterine wall. 

The type of curette to be used is import- 
ant. It should be broader than the ordi- 
nary curette, and slightly flattened on the 
end instead of round as the ordinary curette 
is made. It must be sharp, but the edge 
must strike the uterine wall at right angles 
so it will scrape and not cut. 

In very recent cases in which the cervix 
is well dilated, the curette can be used with- 
out an anesthetic, but even in these cases 
such use is frequently not satisfactory and 
it is not to be commended. In the greater 
part of the very recent cases an anesthetic 
should be used. 

After the uterus has been curetted it 
should be swabbed out with gauze. Gardner 
has been in the habit of using two large 
strips of gauze soaked in a one-to-ten-thou- 
sand bichloride solution, and follows this 
with a dry strip. With each of these the 
uterine cavity is thoroughly wiped out and 
all small loose fragments are removed. If 
there is hemorrhage after the curettement 
the uterine cavity is packed with sterile 
gauze, which is removed the following 
morning. In a majority of cases neither a 
pack nor a drain is left. 

In many of the cases that have passed the 
third month of pregnancy, and that are seen 
early, it is quite easy to remove the uterine 
contents with the finger. Even in some of 
the cases that are seen later it is possible to 
forcibly dilate the cervix sufficiently to in- 
troduce the finger. Gardner has never been 
able to convince himself that in the case in 
which much dilatation was necessary this 
method was more safe or anything like as 
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sure as the use of the curette. In the case 
of abortion taking place in very early preg- 
nancy it is entirely inefficient. 

Tampons of two distinct types are used. 
The usual tampon is simply a vaginal pack. 
A variety of material is used for this tam- 
pon—sterile gauze, medicated gauze, ab- 
sorbent cotton, either sterile or saturated 
with some antiseptic solution. 

The best form of vaginal tampon is made 
of absorbent cotton soaked either in sterile 
water or some very mild antiseptic solution. 
The cotton is more impervious to blood 
than is gauze and can be packed more firmly 
around the cervix. 

The objects sought to be attained by the 
tampons are the control of hemorrhage, the 
tampon acting as a mechanical plug, and the 
softening and dilatation of the cervix. The 
latter result is attained by the uterine con- 
tractions due to irritation set up by the 
tampon. 

The vaginal tampon is of most value in 
cases in which the fetus has not escaped, 
and is of very little use in cases in which it 
has escaped. 

A combined intrauterine and vaginal 
tampon is used in incomplete abortions 
with hemorrhage and an undilated cervix. 
Both plain sterile and iodoform gauze is 
used. A word of warning should be spoken 
in regard to the use of iodoform gauze, both 
in the vagina and in the uterus. Many cases 
of iodoform poisoning have been reported 
from its use, and its antiseptic virtues are 
not sufficient to warrant the risk of its 
dangers. 

Tampons have a useful field, but they 
also have their dangers. A carelessly ap- 
plied tampon may carry an infection; or it 
may prevent drainage in a case already in- 
fected. It must also be remembered that a 
hemorrhage apparently controlled by a 
tampon is not always checked. Rarely it is 
true, but still it does happen, that a hemor- 
rhage sufficient to cause the death of the 
patient may take place into the distended 
uterus. 

Gardner has had little experience with the 
tampon, since most abortions he has seen 
have been in a hospital, and when there is 
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much hemorrhage he usually prefers to 
empty the uterus immediately. 

In the uninfected cases the intrauterine 
douche is of no service in removing frag- 
ments of the decidua. Any material that 
can be washed out will come away of its 
own accord. In the infected cases pretty 
much the same statement is true, and in ad- 
dition there is danger of conveying infec- 
tion out into the tubes. For these reasons 
the intrauterine douche has been aban- 
doned. The vaginal douche is used in a 
part of his infected cases, primarily as a 
matter of cleanliness, and secondarily to re- 
move whatever drains from the uterus. 

Hoenig’s method of abdominovaginal ex- 
pression of the decidua is useful in cases in 
which the entire decidua is detached. The 
technique consists in passing two or more 
fingers behind the uterus ; the external hand 
is placed over the abdomen; the uterus is 
thus caught between the two hands, and all 
fragments are expelled into the vagina. If 
the uterus lies in anteflexion, the method is 
comparatively easy, but if the uterus is dis- 
placed it is very difficult to accomplish much 
by this method. Lack of thorough separa- 
tion of the decidua, insufficient dilatation of 
the cervix, rigidity or hypersensitiveness of 
the abdominal walls, and infection of the 
adnexa are contraindications for the appli- 
cation of this method. 

In the infected cases there is no other 
measure that is so universally applicable 
and which yields such prompt results as the 
upright position of the patient. The first 
thing to do with a patient of this kind is to 
sit her up, in bed if you can, but much bet- 
ter in a chair, but get her up. Those who 
have not tried it are always agreeably sur- 
prised to find in what a large per cent of 
the cases the temperature drops promptly, 
and also how few of them require any other 
treatment. When the infection is within 
the uterus, the upright position favors 
drainage, and when the infection has ex- 
tended beyond the uterus it assists in lim- 
iting it to the pelvis. 

Having reviewed the various methods of 
treatment, we can now consider the appli- 
cation of these methods to particular classes 


of cases. It will be noted from the ab- 
stracts from the literature that there is a 
great variety of opinion as to the exact 
method to be pursued. Some curette every 
case; some absolutely condemn the curette ; 
some do nothing and expect nature to take 
care of the patient. The truth is that there 
is a place for all these procedures. 

In cases in which the abortion has oc- 
curred before the third month, and is in- 
complete, and no symptoms are present, 
there is no hurry about doing anything, pro- 
viding the patient is under close observa- 
tion. Occasionally one of these patients will 
bleed very profusely, and on this account, 
if she is at a distance from the physician, 
it is much safer for him to empty the uterus 
at his first visit. If the abortion has not 
been induced, and a proper technique has 
been observed in making vaginal examina- 
tions, the probability of infection is very 
small. If hemorrhage is present the de- 
cidua should be removed at once. When 
there is infection without hemorrhage, it is 
usually best to sit the patient up for twen- 
ty-four hours. If the temperature drops it 
may be well to wait longer before interfer- 
ing ; but if it does not come down, and it is 
clear that the abortion is not complete, it 
should be completed. There are, however, 
many exceptions to be made in this class 
of cases, the exceptions being those in 
which the delay would not be justified, and 
the uterus should be emptied at the earliest 
time possible. In all these cases the method 
of choice in removing the decidua is by the 
curette. The reasons for the choice of the 
curette in these cases are that the cervix is 
nearly always narrow, and only moderately 
dilatable; the uterine walls are relatively 
thick and firm, and the material to be re- 
moved is very friable and usually cannot be 
removed completely in any other way. 

When the abortion occurs between the 
third and sixth month the problem is some- 
what different. When the patient is seen 
soon after the escape of the fetus, it is usu- 
ally possible to remove without much diffi- 
culty the placental tissue with the finger; 
and the earlier this is attempted, the easier 
it is to do. When there is much hemor- 
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rhage present the uterus should be always 
emptied at once. It is not often, except in 
induced abortions, that these patients show 
evidence of infection, but when they do the 
débris within the uterus should be removed 
promptly. 

When the patients who have arrived at 
this period of pregnancy are not seen until 
several days have elapsed after the escape 
of the fetus, the difficulty of removing the 
placenta is much greater. When there are 
no symptoms of either hemorrhage or in- 
fection, it is in many cases advisable to let 
them alone. In the majority of cases the 
uterus should be emptied promptly. Empty 
it with the finger if you can, but empty it. 
In a very large percentage of these cases 
the internal os is contracted so firmly that 
it is possible to introduce the finger only far 
enough to feel that there is something 
present, and it is necessary to resort either 
to forced dilatation or the use of the 
curette. In the majority of cases Gardner 
believes that the curette is the lesser evil. 

When the abortion is complete and there 
are no symptoms, it should follow that no 
active treatment is called for. When in- 
fection is present, the same general prin- 
ciples apply as those of infection after labor 
at full term. When the infection is con- 
fined to the cavity of the uterus, the main- 
stay of the treatment is drainage. In the 
vast majority of cases all that is necessary 
to secure the drainage is to keep the patient 
in the upright position. In exceptional cases 
drainage can be secured only by the use of 
a strip of gauze, or a rubber drainage-tube 
inserted into the cavity of the uterus. For- 
merly the author used intrauterine douches 
in this class of cases, but since he has more 
fully realized the value of the upright posi- 
tion as a promoter of drainage, the douche 
has been abandoned. When the infection 
has spread to the peritoneum, the upright 
position and ice-bags to the abdomen should 
be relied upon to limit the infection to the 
pelvis. Under no circumstances should the 
cavity of the uterus be invaded either by 
the curette or the fingers. When there is 
a general blood infection there is no thera- 
peutic measure with which Gardner is fa- 
miliar that is of any material value. It is 


in this class of cases that we would expect 
to get results with sera, but his own obser- 
vations agree with Ward of the Sloane 
Maternity, who stated that he has observed 
no undoubted benefit from sera or vaccines 
in puerperal sepsis. 





THE TREATMENT OF ALBUMINURIA 
IN PREGNANCY. 

Itt in the Journal of the American Med- 
ical Association of July 11, 1914, writes a 
very practical paper from a large experi- 
ence. He claims that while laboratory 
methods of diagnosis are all-important and 
must not be lost sight of, the clinical pic- 
ture and bedside symptoms must ever be 
our guide for action. 

The albuminuric patients who come to us 
early in their pregnancy and are discovered 
early are those whose cases rarely give us 
much trouble. On the other hand, the ex- 
plosive cases are much to be feared. ‘The 
former readily respond to diet, hot packs. 
and purgations, especially when the sub- 
jective symptoms are mild, the percentage 
of urea normal, or nearly so, the quantity 
of albumin little, the skin active, and blood- 
pressure not excessive. 

The latter need heroic measures. During 
many years of active clinical obstetric prac- 
tice the writer has gradually formulated for 
himself a classification of the cases as to 
their severity and treatment. In doing so 
one can well separate the cases occurring in 
the primipara from those of the multipara 
for reasons to be spoken of later. 

In discussing albuminuria of the primi- 
para, there are three cardinal conditions 
which must be considered: (1) the char- 
acter of albuminura, (2) the presence or 
absence of uremic symptoms, and (3) the 
time to which pregnancy has advanced. 
From these conditions it has been the 
writer’s custom to consider each case as 
coming under the following subdivision in 
regard to treatment. It has been the 
writer’s special effert at all times to do the 
best he can for the child. It has certain 
rights which should be respected. 

1. A primipara who presents albuminuria 
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of slight or moderate degree with few or 
no kidney elements and no uremic symp- 
toms at a time before the viability of the 
child should have close observation, and a 
salt-free and restricted diet, with an occa- 
sional calomel purge. This: is all that is 
necessary and will usually carry the case 
along nicely. 

2. In a primipara, before the viability of 
the child, with much albuminuria and many 
kidney elements, reduced quantity of urea 
and urine but still no uremic symptoms, the 
writer is confronted with a more grave 
problem, for uremic symptoms with high 
blood-pressure may supervene at any time. 
The writer considers albuminuria of this 
type before the seventh month in the primi- 
para a very serious condition. At six 
months and before he has seen it but once. 

Again, calomel purges, with a more re- 
stricted diet of milk and green vegetables, 
rest in bed, and close and constant observa- 
tion are the writer’s refuge for fear the pa- 
tient may lapse into the next condition. 

3. The writer now comes to the condition 
in which, the child being now viable, there 
is an increasing and severe albuminuria and 
many uremic symptoms, as shown by par- 
tial blindness, headache, convulsions, or 
even coma. Fortunately the condition at 
this time is rare, but is also very dangerous. 

If convulsions have not set in, and abso- 
lute rest, calomel, lavage of stomach and 
rectum, morphine-chloral, an absolute milk 
diet and veratrum viride have had no effect 
in staying the severe symptoms, Ill induces 
labor. In these cases venesection should 
not be lost sight of. Time is an important 
element, and if the physician has missed his 
chance at an early induction of labor, con- 
vulsions and coma may supervene and he 
will be driven to a vaginal or Czsarian 
section. 

The time has now come when the writer 
must empty the uterus, and do it with as 
little injury to the mother as possible. 

4. When during the viability of the child 
there has been a gradual, though increasing, 
severity of the symptoms, the writer would 
still make efforts to stave off the evil hour 
by such appropriate treatment as has al- 


ready been spoken of. If, however, the re- 
verse is the case—that is, the albuminura 
and uremic symptoms have come on sud- 
denly and with great severity—early deliv- 
ery by induced labor would be his choice, 
provided there is sufficient time. 

When convulsions have supervened or 
there is great edema of the retina and head- 
ache, the classical Cesarian section has 
been the writer’s choice. He has not seen 
much of the vaginal Czsarian section in 
these cases, and it has seemed to him that 
this is rapidly losing ground with the pro- 
fession. 

5. Until now the writer has spoken of 
those cases that have been under careful 
and constant observation, and he now 
wishes to consider the patient as brought to 
him in convulsions, any time during the last 
two or three months of gestation and with- 
out any symptoms of labor. 

If there are lucid intermissions and the 
patient talks and acts sensibly, the writer 
again makes effort to carry her along by the 
use of calomel and enemas; but if there is 
much edema, by the starvation treatment, 
veratrum viride or morphine, etc. 

When, however, there are no lucid inter- 
vals and coma is deep and lasting in spite 
of bloodletting, it has been IIl’s rule to pro- 
ceed to a Cesarian section, because he 
thinks that it offers the mother and child 
the best chances for life and is the least 
mutilating of all procedures for the former. 

A forceful delivery by the vagina sub- 
jects her to no end of severe and incurable 
injuries and usually kills the child. Neither 
does the writer think well, therefore, of 
rapid dilatation, accouchement forcé, or 
even a turning, with the cervix long, nar- 
row, and unyielding. Forcible dilatation, 
no matter how accomplished, with the 
writer means injury to the cervix, broad 
ligament, vagina, and to the pelvic floor, and 
is commonly irreparable. 

6. Lastly, the writer arrives at that more 
fortunate condition when the patient in 
labor is brought to us in convulsions or even 
coma, with a free dilatation or even a re- 
traction of the cervix. Chloral hydrate, 
morphine, venesection, or veratrum viride, 
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followed by the forceps, gives both mother 
and child a good chance. 

The writer. has had no experience with 
pituitary extract in these cases. When, 
however, such a primipara comes to him in 
convulsions without any dilatation, and not 
in labor, he has (with much hesitancy at 
first), since 1900, done Czsarian section. 
His hesitation has lost him many children— 
about 60 per cent. In the latter half of his 
experience he has lost but 30 per cent. 

Gradually he has had increased confi- 
dence, and all expectant treatment in these 
cases has been abandoned for that method 
of delivery. 

In our treatment of all these cases we 
must not forget the dangers of chloral, mor- 
phine, or veratrum viride. The latter is an 
especially dangerous drug and needs care- 
ful supervision. 

The greater danger is with the primi- 
para. The multipara rarely presents such 
violent and dangerous symptoms, but 8 per 
cent of the writer’s severe fulminating cases 
were multipare, and all mothers and chil- 
dren were saved. Albuminuria usually 
occurs late in the pregnancy, and convul- 
sions and labor often seem concomitant. 
Those cases which show albuminuria com- 
ing on gradually are more easily managed, 
and the writer has never seen any untoward 
results. 

During the last fourteen years he has 
gradually abandoned all temporizing treat- 
ment in the cases of severe convulsions and 
has done the classical Czsarian section, 
with a death-rate of 10 per cent of mothers 
in forty cases, while he lost 45 per cent of 
all the children. 

Some of these children lived for from 
six hours to twelve days, but were re- 
corded as lost because they were still in the 
hospital. During the time that he tem- 
porized, say the first twenty cases, he lost 
60 per cent of the children, while the 
mothers’ death-rate was 10 per cent. 

If he had refused operations in the cases 
that have been subjected to vaginal inter- 
ference, the death-rate of the mothers 
would have been but 5 per cent. None of 
these patients were in labor; they were all 
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When we look back to 
the days of forcible dilatations and delivery, 
and remember all the invalid mothers, it is 
encouraging to record the freedom from 


antepartum cases. 


the pelvic injuries. Many patients report 
repeated pregnancies following—one as 
many as seven—with perfect freedom from 
accidents. 

By the kindness of Dr. Bunting, of Eliza- 
beth, N. J., Ill has a report of twenty-nine 
cases of convulsions carefully tabulated and 
skilfully treated after the manner of the 
Rotunda Hospital. He records 17.2 per 
cent of deaths of the mothers, and 37.9 per 
cent of deaths of the child. Of the latter, 
14 per cent were thought not to have been 
viable. All the mothers were brought in 
with convulsions, and about 10 per cent 
were multiparas with no loss of the mothers 
and one dead child, one child alive, and one 
child not yet born, the mother having re- 
covered from the illness; 79.3 per cent of 
the cases were delivered naturally and 
about 7 per cent were forceps cases, and a 
similar number of cases had induced labor. 

Ill is glad to have these figures, as they 
represent an excellent result of the expecta- 
tive plan of treatment as practiced in the 
Rotunda Hospital, of which morphine, re- 
peated as convulsions return, lavage of the 
stomach and colon, castor oil and croton oil, 
absolute quietness, and starvation are the 
main features. 

This treatment is worthy of consideration 
and offers the non-operating obstetrician a 
good field for observation and satisfactory 
results. 





TWILIGHT SLEEP. 
HumpstTong, in the Long Island Medical 


. Journal for December, 1914, reaches these 


conclusions, which seem conservative : 

1. Twilight sleep is a scientific possibility 
in 90 per cent of women. 

2. It is so delicate and exacting a pro- 
cedure that it is likely to be employed very 
little outside of a hospital. 

3. It is not a panacea for painful child- 
birth, in that it is not practical for use by 
the general practitioner, because the re- 
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muneration for the average obstetric work 
is too low to permit him to undertake so 
arduous and time-killing employment, if he 
is to exist and maintain his position in the 
community. 

4. Every one who intends to employ this 
method of narcosis should observe several 
cases in the hands of experienced men be- 
fore he undertakes it, in the interest of his 
own reputation and the safety of his 
patients. 





RECURRENT VOMITING. 


The American Journal of Diseases of 
Children for October, 1914, contains an 
article on this subject based on 141 cases 
seen in private practice. The management 
in the main was the same in all, and one 
reason for reporting only the cases seen 
during the past eight years is that during 
this period practically the same interval 
management has been carried out. 

Diet: If the case is a pronounced one, 
the patient is given a diet with few restric- 
tions, except that cow’s milk, butter, cream, 
and sugar are omitted. One egg is allowed 
perhaps every third day. Saccharin is per- 
mitted as a sweetening agent in some and 
very little sugar in any case. 

Three meals daily are allowed with 
nothing between meals. Red meat is given 
scantily three times a week. Poultry and 
fish are given at other times. In some 
skimmed milk is allowed sparingly, never 
more than one pint daily, often less. Pud- 
dings are made with skimmed milk. A 
grave error in the management of many 
children is the free use of cow’s milk, 
butter, ice-cream, and sugar. The writer 
could present dozens of records showing 
surprising gain in weight and marked im- 
provement in the general well-being of the 
patient after a considerable withdrawal of 
milk, cream, and sugar from the diet. 

The period of lactation in the human 
being is at the most a year, and then the 
child is ready for other food than milk. 
The writer believes that the average well 
child would thrive far better if he were to 
get not more than one pint of milk daily 
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after the fifteenth month. Sugar was not 
used, except as a condiment as we now use 
honey, until three hundred years ago. Un- 
known millions lived their span without it. 

Medication: The further treatment con- 
sists in the internal use of salicylate of soda 
and bicarbonate of soda, independently or 
in combination, as advocated by Rachford. 
In a pronounced case the writer gives 5 
grains of sodium salicylate with 10 grains 
of sodium bicarbonate three times daily at 
five-day intervals, or 20 to 30 grains of the 
sodium bicarbonate daily for a month or 
two at first. This drug treatment is carried 
on with rest periods for months and years 
as the case may require. 

Bodily exercise: A very important factor 
in the management is in arranging daily 
physical exercise, such as riding horseback 
or the bicycle and walking so many street 
blocks a day. A warm bath and a brisk 
rub are given at night, and last but not the 
least important feature in the treatment is 
the use of physical therapeutics. In severe 
cases the writer uses if possible daily mas- 
sage together with various body manipula- 
tions and exercises, the latter sufficient to 
make the child perspire, but not to the point 
of exhaustion. The advantage of this 
phase of the treatment was called to the 
writer’s attention by Dr. W. P. Northrup. 

Bowel function: A daily evacuation of 
the bowels is insured by suitable measures. 

Some children the writer takes out of 
school. For others he advises a modified 
rest-cure, which means in bed until 10 a.m., 
rest one and one-half hours after dinner, 
and in bed and lights out at 6 or 7 p.m. The 
nervous element in these cases is not to be 
forgotten. If the attendant is not agree- 
able to the patient her services are dispensed 
with. In some a temporary elimination of 
the mother has been of assistance. The pre- 
cipitation of an attack by fatigue and fright 
is not unusual. 

The regulation of the life and habits aids 
materially in the management, but is of 
little or no use if the carbon content in the 
food is not reduced to the oxidizing possi- 
bilities. 
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As laxatives the magnesia preparations 
are best retained and are used when a laxa- 
tive is required. Calomel or mercury with 
chalk will often increase the vomiting. In 
other cases their use supplies very material 
assistance. When the vomiting has con- 
tinued for twenty-four to thirty-six hours 
the patient is given colonic flushings with 
sodium bicarbonate, 2 drachms to 8 ounces 
of water at eight-hour intervals. The solu- 
tion is best retained if it is given warm 
(105° F.), the tube inserted from 8 to 12 
inches. 

Feeding: Nothing is gained by attempts 
at forcing the feeding. When the child is 
ready for food, he is given barley or rice 
gruel with dried bread crusts or unsweet- 
ened zwieback. 

Judging from the results obtained through 
the withdrawal of highly energized foods 
and in the use of active and passive exer- 
cises, it would seem that the chief error in 
most cases rests in a defective oxidation, or 
in the giving of food substances of high 
carbon content in excess beyond the power 
of normal oxidation. 


THE TREATMENT OF HEMOPTYSIS IN 
PULMONARY TUBERCULOSIS. 

The Boston Medical and Surgical Jour- 
nal of September 17, 1914, contains an 
article by Burns, in which he states that his 
paper is intended to include briefly the 
essential facts pertaining to the treatment 
of pulmonary hemorrhage at the North 
Reading State Sanatorium, and the results 
that have been observed. 

Although the treatment may vary in 
detail according to the stage of the disease 
which the patient may have reached, or 
according to the complications and_in- 
dividual peculiarities, there are, how- 
ever, certain indications commonly present. 
These are for: 

1. Absolute rest, the patient surrendering 
all effort to those in attendance. 

2. The immediate lowering of the blood- 
pressure. 

3. The determination of blood to parts of 
the body other than the lungs, this indica- 


tion calling for: (a) application of cold to 
the thorax; and (b) purgation of the intes- 
tinal tract. 

4. The positive assurance to the patient 
that he is in no danger. 

The dissipation of this important psychic 
element and the doing away with the 
panicky fear and demoralization which 
seizes upon the average patient will result 
in better cooperation in carrying out the 
prescribed orders for rest and so forth. 

Applying these principles to an actual 
case, the following procedure would be in 
order: 

The patient is placed in a semirecumbent 
position, usually flat on his back, with 
curved basin at side of face for expectora- 
tion. Nitroglycerin, 1/100 grain dose 
under the skin, is immediately given from 
an emergency hypodermic unit. An ice-bag 
is placed on the chest and cracked ice is 
given by mouth for a few minutes. 

This should not be continued indefinitely 
after the initial excitement is past, for the 
ice-bag is likely to cause trouble if applied 
for more than an hour at a time. 

In the meantime the physician quietly 
encourages the patient, telling him that very 
few patients ever die as a direct result of 
hemorrhage, and that he will suffer no 
serious consequences provided he obeys his 
instructions implicitly. This advice is based 
upon the fact that only ten patients have 
died of hemorrhage at North Reading since 
the institution was opened in 1909. In 
those ten cases all was over in a very short 
period and too quickly for any treatment to 
have effect. 

Morphine is given with great reluctance 
and only in hopelessly advanced cases, in 
which the sole indication is to preclude all 
possible suffering. If this drug is used as 
routine there occurs a secondary stage of 
trouble as soon as the hypnotic effect wears 
away. 

After heavy doses of morphine, the lung 
congestion seems intensified, while the 
blood-pressure remains undiminished or is 
even increased, and the effect of the nitro- 
glycerin is neutralized. In addition to this 
there is increase in the constipation common 
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to hemorrhage cases. The writer has occa- 
found post-hemorrhagic pneu- 
monias following morphine therapy, and he 
has seen a patient nearly drowning in his 
own blood under this treatment. 

When the hemorrhage is so extensive 
that the blood rushes into the bronchial 
passages of the well lung, causing dyspnea 
and cyanosis, it is best to turn the patient 
on his side with his head over the edge of 
the bed, allowing gravity to exert its influ- 
ence in withholding the blood in the lung 
the worse diseased. 


sionally 


The writer wishes to emphatically dis- 
courage the routine use of morphine in the 
usual case of hemoptysis. It seems far 
better to open the intestinal tract freely in 
such cases. He uses magnesium sulphate 
in full doses, provided there are no positive 
contraindications, as extreme asthenia, en- 
teritis, or any ulceration in the bowels. 
Troublesome sequelae common to other 
methods of treatment are avoided, and the 
patient comes out of the attack in brighter 
condition and with a clean gastrointestinal 
tract, ready to assimilate simple nourish- 
ment. 

No solid food is to be given for some 
hours after the initial attack, but cold milk 
or cold bouillon can be taken 
amounts at regular intervals. 


in small 
A drachm 
of lime-water is added to each eight ounces 
of milk to improve its digestibility and to 
add to the body’s calcium content. Con- 
tinued use of milk is tiresome to the patient 
and its constipating effect is marked. In 
talking over the matter of diet with patients 
having recovered from hemorrhage attacks, 
the writer finds that cold bouillon, if prop- 
erly made, cold gruel, and malted milk are 
the most popular of the liquid nourishments. 
At the end of eighteen hours, barring re- 
currence, or heavy streaking, soft solids 
may be given. 

The matter of diet is very important in 
the after-treatment, for with an excess of 
food and improper kinds, a recurrence of 
hemorrhage is invited, whereas too much 
starving of the patient results in loss of 
weight and strength, and a longer period 


of convalescence. In the meantime, the 
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patient is kept as quiet as possible. If an 
aggravating cough is present, small frequent 
doses of codeine or heroin may be given, 
and with impunity so long as the bowels are 
kept open. 

Sodium nitrate in one-grain doses may 
be administered to the patient at three- to 
four-hour intervals for from twenty-four 
to forty-eight hours. Subsidence of streak- 
ing, as well as severe headache, call for dis- 
continuance of sodium nitrate. 

The writer usually gives two doses of one 
ounce each of magnesium sulphate, one 
soon after the initial attack, and another on 
the second day. It is not best to continue 
this form of treatment beyond the two 
doses. 

One week in bed with entire absence of 
streaked sputum is the requirement neces- 
sary before the patient is allowed up and 
about to any extent. 

It must be borne in mind that constipa- 
tion is the great obstacle in dealing with 
hemorrhage cases. Relief of this trouble 
shortens hemorrhage attacks and is a strong 
preventive measure when the latter are 
apparently impending, as may sometimes be 
evidenced by pain in chest at a particular 
point, streaked sputum, and a general feel- 
ing of malaise such as certain patients have 
learned to regard as usually prognosticating 
hemoptysis. Consequently the writer has 
emphasized this need to certain patients 
coming to him with histories of hemor- 
rhage, and they have not only confirmed his 
belief with statements of their own experi- 
ence, but have also brought about an abate- 
ment of their hemoptysis. One remedy for 
chronic constipation in these cases particu- 
larly reliable for use in the long run is 
oatmeal gruel taken in the evening. Its 
laxative and altogether harmless effects are 
worthy of mention for use among tuber- 
culous patients, especially with hemorrhage 
tendency. 

For the past six months we have seen 
very few hemorrhages at North Reading 
State Sanatorium as compared with past 
years. This, too, in the face of a marked 
increase in the number of bed cases treated. 
Ordinarily, the 
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months are quite frequent, but this season 
we seem to have escaped the usual number 
of such distressing complications. This 
happening may be due to the better codper- 
ation on the part of the patients under the 
sanatorium-hospital class system, an outline 
of which was presented by Dr. Bailey before 
the recent meeting of the National Associ- 
ation at Washington. 





THYROID DEFICIENCY. 


HERTOGHE, writing in the Medical Record 
of September 19, 1914, says that when we 
encounter the association of one or more of 
the following symptoms: Trophic changes 
in hair, eyebrows, eyelashes, teeth, or gums ; 
an habitual chilliness, biliary disturbances 
with lithiasis, dyspnea with asthmatic 
attacks; menorrhagia, recurring abortion, 
hemophilia ; melancholia, depression, weari- 
ness of life, migraine, vertigo, sudden loss 
of consciousness, noises in the ears ; somno- 
lence, rheumatoid changes in the muscles, 
ligaments, or aponeuroses ; nocturnal incon- 
tinence of urine, pollakiuria, loss of appe- 
tite, and obstinate constipation—we should 
think of a possible deficiency of the thyroid 
secretion. 

The theory of thyroid defect which he 
has submitted is based on the undoubted 
existence of an infiltration, the amount of 
which varies with the degree of deficiency, 
but which is always present. This theory 
agrees with all the known facts and is 
strongly supported by the complete restor- 
ation of the body as the result of treatment. 
There is no destruction of even the most 
delicate tissues, since all of them are capable 
of resuming their functions after the 
administration of thyroidin. This theory 
also assists one in judging the progress of 
the patient and explains the various inci- 
dents which may be produced in the course 
of treatment. Thus, the too rapid absorp- 
tion of the infiltration from the muscular, 
nervous, connective, or osseous tissue causes 
painful phenomena exactly similar to, but 
more acute than, those experienced during 
the primary distention. These pains are 
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easily explained by the too sudden shrink- 
ing of the walls of the cells, and perhaps 
also by the increased oxidation of their 
contents. Too intensive a treatment pro- 
duces violent headaches, neuralgia, angini- 
form cardiac symptoms which are apt to 
alarm both the patient and the doctor. 
Very acute rheumatoid pains also develop 
in.the muscles, tendons, and joints, espe- 
cially affecting the anterior muscles of the 
leg, the extensor tendons of the foot, and 
the joints of the toes. The writer has 
already spoken of the rise in temperature 
which occurs in the course of too rapid 
treatment. 

In the treatment of myxedema, whether 
mild or severe, let us have the courage to 
be patient and proceed slowly, as it is 
necessary to cause the absorption of more 
than 34 to 5 ounces of infiltration per day. 

In adults a dose of 5 grains of thyroidin, 
corresponding to an English tabloid of 
thyroid extract, is quite sufficient, and even 
this small dose often provokes disagreeable 
symptoms in connection with the heart, 
muscles, and joints. Absorption of infiltra- 
tion should be controlled by daily weighing 
of the patient. It is found that children 
tolerate thyroidin better than adults. 

This fundamental treatment should be 
assisted by the observation of certain 
dietetic rules. Wine, beer, alcohol in every 
form, and also tobacco, should be prohib- 
ited, because these toxic agents diminish the 
activity of the thyroid gland, and it is 
important to spare that of the patient, 
however much degenerated it may be. 

Complete rest in bed is also useful during 
the first period of treatment, because when 
in bed the thyroid secretion of the patient 
is not expended in useless muscular action. 
Certain forms of mild thyroid defect derive 
benefit from the administration of small 
doses of arsenic, iodine, or bromine, be- 
cause these substances form part of the 
thyroid secretion. Arsenic is of value in 
the forms associated with migraine, while 
a combination of iodine and bromine bene- 
fits the cases of incontinence of urine. A 
few doses of an active purgative may be 











required to clear the viscera when loaded 
after long-continued constipation. 

The writer says that he absolutely for- 
bids all cold bathing, but hot baths on the 
contrary are both useful and pleasant to the 
patient. 

When the infiltration has been absorbed 
—that is to say, when the patient no longer 
loses weight—one must endeavor to fix the 
dose of thyroidin necessary to maintain him 
in health. This varies from 1 to 6 tablets 
a week, the amount being slightly increased 
in winter and decreased in summer. When 
once the patient is cured one should not be 
alarmed to see him increase slightly in 
weight, as with the better assimilation an 
increase of stoutness is to be expected. 

Finally, it may happen that a case of 
myxedema comes under observation so late 
that treatment seems hopeless, the patient 
having sunk into a state of complete coma, 
and death seems imminent. The writer 
recently saw a woman in whom at times 
false respiratory movements occurred, giv- 
ing the impression of Cheyne-Stokes 
breathing in a dying person. For several 
days two nurses took turns at her bedside 
in order to support her chin. A metal tube 
was inserted between her teeth and con- 
nected with a supply of oxygen, and at the 
same time thyroidin was administered by 
hypodermic injection. The symptoms rap- 
idly improved, the periods of suspended 
respiration became less frequent, the 
somnolence disappeared, and the tempera- 
ture rose considerably—an evident sign of 
the oxidation of the infiltration. The 
writer considers this patient was saved by 
the hypodermic injections of thyroidin. 





PITUITARY EXTRACT IN OBSTETRICS. 


DrUSKIN in the American Journal of 
Obstetrics and Diseases of Women and 
Children for October, 1914, reminds us that 
pituitary extract, like any other therapeutic 
agent, must be used with discretion and 
judgment. With increased experience in 
the use of the drug the results should 
steadily improve. The use of the prepara- 
tion is safer than any other operative 
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procedure in obstetrics. There is no 
specific in the entire field of medicine that 
gives 100 per cent of perfect results, and it 
would be unreasonable to expect such 
results from pituitary extract; but in prop- 
erly selected cases and in proper dosage, it 
is almost always effective. 

In view of the fact that every operative 
interference in obstetrics is associated with 
an increased mortality and morbidity, we 
would be justified in laying down a rule that 
no forceps, pubiotomy, no Cesarian section 
in the lesser degree of pelvic contractions, 
no forcible dilatation of the cervix should 
be performed without previous trial of 
pituitary extract. By the use of this prep- 
aration we are enabled to size up the 
situation. We gain a view into the relation 
of the expulsive powers to the resisting 
forces, and what chance the former have 
of overcoming the latter. As the third 
stage of labor is always shortened by the 
use of this preparation, no Credé or manual 
separation of the placenta should be 
attempted without a trial of pituitary ex- 
tract. As the preparation causes a marked 
improvement in the tone of the uterus and 
the loss of blood during labor is thereby 
decreased, no condition that predisposes to 
atony, such as hydramnion, should be 
treated without pituitary extract. Because 
danger of infection increases with the pro- 
longation of labor, pituitary gland should 
be administered even in normal cases in 
which progress is slow or the pains are 
weak and infrequent. Metrorrhagia in 
lying-in period, foul-smelling lochia, re- 
tained membranes, should be treated by the 
use of pituitary gland in combination with 
ergot. 

Choice of Preparation—The following 
preparations have been placed on the mar- 
ket: (1) Pituitary extract (Burroughs, 
Wellcome & Co.); (2) Pituitrin (Parke, 
Davis & Company) ; (3) Pituglandol ( Hoff- 
mann-LaRoche) ; (4) Hypophysis, concen- 
trated (Freund & Radlich) ; (5) Pituitary 
liquid (Armour & Co.); (6) Hypophysin 
(Farbwerke Hoechst); (7%) Glandiutrin 
(Richter) ; (8) Pituitary extract (Scher- 
ing). 
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The writer has used all of the above 
mentioned preparations except glandiutrin 
(7), but the major part of his observations 
are based on his experience with pituitrin. 
At first pituitrin (2) was furnished to us in 
ounce bottles, but the preparations would 
deteriorate on long exposure to air. Now 
the various preparations are put up in 1-Cc. 
ampoules. Originally 1 Cc. of the liquid 
was equal to 0.1 gramme of the fresh gland; 
now it has been concentrated to equal 0.2 
gramme of the gland. Boiling does not 
injure the preparation, but contamination 
with alcohol does. 

Pituitrin (2) is an active, good, and 
reliable preparation. Pituitary extract (1) 
is a more concentrated and stronger prepar- 
ation. Pituglandol (3) and pituitary liquid 
(5) seem to be weaker than either of the 
above-mentioned preparations. 


THE DIAGNOSIS AND TREATMENT OF 
ABORTION. 

Purstow, in the Birmingham Medical 
Review for August, 1914, considers first of 
all the treatment of threatened abortion. 
The orthodox treatment is to put the pa- 
tient to bed, keep her very quiet, and give 
sedatives ; care should be taken, if opium 
is given, that the bowels do not become 
blocked, or the efforts necessary to expel a 
mass of feces may undo all the good effects 
of the opium. 

Saline aperients, particularly sulphate of 
soda, will be found the most useful. 

Mental and physical quietude are both 
necessary. 

The great difficulty in these cases is to 
know when to cease treating the condition 
as one of threatened abortion, and to re- 
gard the abortion as inevitable. If this step 
is taken it means that all efforts to arrest 
uterine action are abandoned, and our pro- 
ceedings then have for their object to insure 
the evacuation of the uterine contents in as 
safe and speedy a way as possible. 

If there is any dilatation of the cervix, or 
if any signs of septic decomposition of the 
uterine contents, as rise of temperature, 
rigors, or foul discharge, set in, the course 
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is clear, and the writer does not hesitate to 
take steps to evacuate the uterus; but the 
difficult cases are those in which there is 
hemorrhage with a closed os, and no other 
symptoms. 

It is impossible to lay down any hard and 
fast rule as to the treatment of the difficult 
cases described above. One must remem- 
ber that bleeding, even if long continued, 
may eventually cease and the pregnancy 
continue to term. On the other hand, care 
should be taken that the patient does not get 
into a condition of anemia. This is espe- 
cially likely to be the case if the hemor- 
rhage is due to placenta previa. Any severe 
hemorrhage, especially if associated with 
the passage of considerable clots, may gen- 
erally be taken as an indication that the 
fetus will not go on living, and if it keeps 
on or is repeated, steps should be taken to 
treat the abortion as inevitable. 

Treatment is not required in every case 
of inevitable abortion. If the pains are 
regular, the os dilating, and the amount of 
hemorrhage not severe, the case may be 
left alone, and in the early months after the 
diagnosis has been made it is well to inter- 
fere as little as possible, as the case pro- 
gresses much more satisfactorily if the sac 
of the ovum is expelled entire, and any in- 
terference, even examination with the 
finger, may burst it. It is always well to 
keep the external parts clean with an anti- 
septic lotion, and it is a distinct advantage 
to trim the pubic hair, so as to prevent clot- 
ting of blood about the vulva. 

If any drug is given the writer believes 
that there is no better excitant of uterine 
action than quinine in 5-grain doses every 
three or four hours. 

If the hemorrhage is severe and the os 
remains closed there are three ways of treat- 
ing the case. 

The first is to plug the vagina with or 
without the use of tents. 

The writer finds tents useful in certain 
cases, but he would advise laminaria tents 
only, and would on no account use a sponge 
tent. 

In using tents the following precautions 
should be taken: The vagina should be 























well swabbed out with the aid of a Sims 
speculum, using pledgets of wool and long 
forceps; douching alone does not suff- 
ciently remove the discharge. 

The tent should then be held in a suit- 
able pair of forceps and passed up into the 
cervix, leaving a small portion of the tent 
protruding from The 
writer always places a packing of iodoform 
gauze in the vagina, both to keep the tent 
in position and also to prevent access of 
germs from the exterior. It will often hap- 
pen that one insertion of tents is sufficient, 
the uterus starting action and completing 
the process of expulsion without further 
assistance. 


the external os. 


In other cases, however, this is not so, 
and one of the two other ways of dealing 
with the case must follow. The writer is 
always reluctant to insert tents the second 
time. Vaginal plugging alone is seldom 
efficacious, but if combined with the intro- 
duction of gauze into the uterus, it is, in 
his experience, more certain than a tent to 
excite uterine action. Plugging the vagina 
can only be satisfactorily done with the aid 
of a Sims speculum, and it is much better 
to use one long piece of gauze than to take 
separate pieces of cotton-wool with strings 
tied round them and knotted to mark the 
order of removal as advised by some au- 
thorities. 

In the above mentioned proceedings the 
strictest antiseptic precautions must always 
be taken, and though it facilitates matters 
to perform them under an anesthetic in the 
lithotomy position, they can quite well be 
done in the left lateral position without 
anesthesia, and indeed that is their chief 
recommendation. 

lhe second method is rapid dilatation by 
means of Hegar’s dilators. This requires 
anesthesia, and is much better done with 
the patient in the lithotomy position. 

After sufficient dilatation has been se- 
cured the ovum may be removed by finger 
or ovum forceps. 

As regards the choice between the first 
and second method, the writer thinks that 
up to the middle of the fourth month it 
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matters little which of them is used, but 
after then Hegar’s dilators are not satis- 
factory ; they are liable to lacerate the soft 
and vascular cervical tissues and cause 
serious hemorrhage, and, moreover, they do 
not give sufficient dilatation to enable one to 
extract safely a fetus of more than four 
months’ development. 

The third method, which the writer has 
been using in several cases lately, espe- 
cially in hospital practice, is that known as 
anterior hysterotomy. It is a precisely sim- 
ilar procedure to the one which, when prac- 
ticed in the later months, is called vaginal 
Cesarian section. The technique is as fol- 
lows: 

The patient, having been anesthetized, is 
placed in the lithotomy position, and the 
vagina thoroughly cleansed. The anterior 
lip of the cervix is then seized with two 
vulsella, one on each side of the middle 
line, a transverse incision is made across 
the anterior fornix, and the bladder is 
stripped up with the finger (gloved), and 
then held out of the way with a special 
retractor. The anterior wall of the cervix 
is then split up with scissors as far as may 
be necessary, and the finger is introduced 
into the uterine cavity; the ovum is then 
removed with ovum forceps, and after 
washing out the uterus the incision in its 
wall is sutured with catgut, the vaginal 
incision being sutured in a similar way 
after arresting the bleeding. The writer 
generally leaves a small wisp of gauze as 
a drain in the center of the vaginal incision, 
as oozing from the raw surface is often 
rather free. 

This operation can be performed at any 
period of pregnancy, but it is one for the 
nursing home or hospital. So far the writer 
has been well satisfied with its results. 

The writer then passes on to consider the 
treatment of incomplete abortion. 

If the fetus has come away and the pla- 
centa is known to be still within the uterus, 
the writer thinks that it is a good plan in 
all cases to remove it before the os has had 
time to close again; that is, within about 
forty-eight hours. 
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If it is decided to remove the placenta, 
unless the os is well open and the placental 
mass can readily be reached by the finger, 
it is best to give an anesthetic, place the 
patient in the lithotomy position, seize the 
cervix with vulsella, and then, after dilating 
with Hegar’s dilators, to remove the offend- 
ing mass by finger or ovum forceps. Per- 
sonally, the writer usually employs the lat- 
ter, and considers the best form is Hey- 
wood Smith’s. 

An operating table is a great advantage 
when performing the operation, as one can 
then sit down and have the patient’s but- 
tocks brought to the edge of the table, and 
it is much easier to operate in this way than 
with the patient on a low bed. 

The writer cannot too strongly deprecate 
attempts to remove pieces of placenta 
through an insufficiently dilated os, and with 
the patient in the usual left lateral position, 
and not under an anesthetic. 

These attempts are usually ineffectual, 
and may cause further bleeding, and in 
very many cases they give rise to septic in- 
fection. The writer has seen disastrous 
results from this line of treatment, and he 
thinks that unless the operation can be un- 
dertaken thoroughly, in the way he has 
described it, it is better to leave the uterus 
alone, and to be satisfied with taking pre- 
cautions to keep the patient aseptic by means 
of bathing and douching while waiting for 
the uterus to expel its contents. 

Small fragments of placenta may be sat- 
isfactorily removed by the curette. The 
sharp flushing curette is the best one, and 
the advantage of the curette over the finger 
or ovum forceps is that much less dilatation 
of the cervix is required. 

In the writer’s opinion, however, curet- 
ting should only be done in the lithotomy 
position, with the patient under an anes- 
thetic, and he would most strongly con- 
demn the use of the curette without an 
anesthetic and with the patient lying in bed. 
Under these circumstances any sudden 
movement of the patient may easily lead to 
perforation of the uterus by the curette. 

If removal of the placental remains is 
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done by the finger, great care should be 
taken that the uterus is pressed down with 
the other hand on the abdomen. If this is 
not done there is danger of pushing up the 
uterus strongly, and causing a tear across 
the posterior fornix of the vagina. The 
writer has seen two cases in which this had 
happened. 

After thoroughly emptying the uterus 
and washing it out it may be packed with 
gauze, and the writer would advise this 
proceeding, though it is not practiced by all 
operators. It seems to him that the ad- 
vantages of gauze packing are that it ar- 
rests hemorrhage, which is sometimes 
rather alarming after the curette has been 
used ; it also picks up small pieces of débris 
which may have remained in the uterus. If 
used it should be removed in twenty-four 
to forty-eight hours, and it is never his cus- 
tom to replace it, as some advise. He usu- 
ally advises one vaginal douche after the 
packing is removed. 

The patient should keep her bed seven or 
eight days. 





ARTIFICIAL PNEUMOTHORAX IN THE 
TREATMENT OF PULMONARY 
TUBERCULOSIS. 

In the Boston Medical and Surgical 
Journal of September 17, 1914, CHapwick 
says that the results obtained by this treat- 
ment depend upon whether the diseased 
area of the lung can be partially or wholly 
collapsed. When there are tough adhesions, 
a marked thickening of the pleura, or a 
fibroid lung, effective pneumothorax cannot 
be produced, and as the respiratory condi- 
tions will be very little changed a marked 
result cannot be expected. Whether suit- 
able conditions exist only a trial will deter- 
mine, as some old-standing cases are unex- 
pectedly benefited. 

A patient in any stage of disease, if a uni- 
lateral case, should have the benefit of an 
induced artificial pneumothorax if he does 
not show marked improvement under good 
sanatorium conditions in a reasonable period 
of time. Careful selections may be made 
from the bilateral cases which are not im- 
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proving, if in one lung the disease is appar- 
ently inactive. The benefits frequently noted 
are lessened cough and sputum, lower tem- 
perature, and slower pulse-rate. The pa- 
tients often express themselves as feeling 
less tired and more energetic. They are 
able to sleep better because they cough less 
at night. Lessened absorption of toxins 
probably accounts for the improvement in 
their general condition. 

The writer has not had experience in 
treating first-stage cases with artificial pneu- 
mothorax, as Murphy has recommended. 
Cases of that class usually respond well to 
sanatorium treatment. If, however, a pa- 
tient proved to be a progressive case, al- 
though it was at an early stage, the writer 
would advocate induced pneumothorax 
without much delay. 

In the writer’s opinion it is a method of 
treatment of much value in carefully se- 
lected cases, but it should be given only to 
such patients as can be kept under close 
observation and under sanatorium condi- 
tions. 





THE TOXICITY OF SODIUM TARTRATE 


SALANT and SMITH, in the American 
Journal of Physiology of September 1, 
1914, reached these conclusions as the re- 
sult of an experimental research: 

1. Sodium tartrate. may produce acute 
and subacute intoxication. (In the animals 
experimented upon. There is no evidence 
as to man. See last sentence.—Ep. ) 

2. In frogs, acute intoxication was ob- 
served in most cases. 

3. In the domestic fowl, sodium tartrate 
produced acute effects only. 

4. (a) Acute effects in rabbits were pro- 
duced when sodium tartrate was given by 
mouth or when it was injected intrave- 
nously. (b) Subacute intoxication was pro- 
duced by intravenous and by subcutaneous 
injections, much smaller doses being re- 
quired. (c) Symptoms of injury to the kid- 
neys alone were produced with small doses. 
(d) With large doses renal injury was 
more marked and symptoms of muscular 
and nervous disturbances were present. 


5. Renal injury and symptoms of mus- 
cular and nervous disturbances were ob- 
served in the cat. 

6. Carrot-fed rabbits were much more 
resistant than those which were fed oats 
and cabbage. Young rabbits on a carrot 
diet are more resistant than on a milk diet. 
Resistance seems to decrease with age. 

%. The very large doses borne by the 
fowl and the frog, and the large fatal dose 
required for the rabbit when injected intra- 
venously, may be due to the same mechan- 
ism. 

8. The toxicity of dextro- and levo-tar- 
trates was found to be the same. 

9. On account of the size of the doses 
used in the investigation, no definite con- 
clusion can be drawn regarding the physio- 
logical role of tartrates in foods. 





THE ACTION OF INTRAVENOUS INFU- 
SIONS OF GRAPE-SUGAR ON IN- 
TERNAL HEMORRHAGES. 

Jutius Lowy in the Prager med. Woch- 
enschrift of August 13, 1914, emphasizes 
the limited number of drugs useful in ar- 
resting internal hemorrhages, and the im- 
portant value of such an agent justifies any 
consideration which new suggestions along 
this line may arouse. 

During the past year Schreiber (Die 
Therapie d. Gegenwart, 1913, xv, 195) 
again recommended intravenous infusions 
of grape-sugar for internal hemorrhages, 
claiming to have obtained good results, 
especially in intestinal cases. His results 
are all the more striking in view of Kuhn’s 
experiments (Deutsch. Zeitschr. f. Chirur., 
1913, cxxii, 90), who proves the anticoagu- 
lating action of intravenous infusions of 
grape-sugar and advises it as a prophylac- 
tic against thrombosis. Schreiber em- 
ployed 200 Cc. of a 5-20 per cent solution, 
while Kuhn’s experiments were made with 
an isotoic —4 per cent solution of grape- 
sugar. 

These conflicting results led the author 
to make his own observations. He made 
his tests on four cases of intestinal, one of 
kidney, and seven cases of pulmonary 
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hemorrhage. The experiments were con- 
ducted with the usual precautions. The 
solution was 5-20 per cent, and the average 
amount was 200 Cc. No unpleasant sec- 
ondary effects were noted. The urine 
voided after the injections was uniformly 
free from sugar, but urates were usually 
present. In one case, under a strictly purin- 
free diet, the daily uric acid secretion rose 
from 0.7 to 1.5 g. This can be accounted 
for only by the lixiviation of the tissues, 
the more so as all the cases presented some, 
though only a slight, diuresis as a result of 
the treatment. No appreciable increase in 
blood-pressure was observed; the maximal 
difference in one case being 5 mm. Hg. 

Good results were obtained in two of the 
intestinal cases. The cause of the hemor- 
rhage in one of these was unknown, and 
in the other it was due to anemia. The 
bleeding was arrested in both instances ‘in 
twenty-four hours, and the anemic case 
showed an increase in the blood-count— 
erythrocytes from 940,000 to 2,430,000, 
while the hemoglobin was doubled. The 
unsuccessful cases were intestinal cancer 
and anemia, respectively. The nephritic 
case likewise gave no results, after three 
treatments given in the course of one week. 
Of the pulmonary cases only two were suc- 
‘cessful. Both of these concerned merely a 
spitting of blood, and it is reasonable to 
suppose that rest without treatment would 
have yielded the same result. The other 
five cases gave negative results, although 
other styptics, such as a subcutaneous in- 
jection of gelatin (Merck) were efficacious. 

Since the technique of these injections is 
tedious and requires extraordinary care, 
and since the therapeutic effect especially in 
hemoptysis is rather less than obtains with 
other agents, it would seem that grape- 
sugar, except perhaps for intestinal cases, 
should find no place in the materia medica 
list. 

The following table may be of interest 
as illustrating the power of grape-sugar to 
remain in the circulation for a longer period 
than is required for its solution, probably 
due to its low diffusing power: 
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The table shows the change in refraction 
in the capillaries in the tubercular patient 
weighing about 50 kg. The solution used 
was 250 Cc. of an isotonic —4 per cent solu- 
tion. It indicates that the thinning of the 
blood causes a reduction of refraction in 
the serum. It is worthy of note that this 
reduced refraction persisted unchanged 
two hours after the infusion was made. 

It is not unreasonable to assume that the 
low diffusing power, already referred to, of 
the sugar plays a part in the phenomenon. 
and it is not unlikely that a simultaneous 
control of the blood sugar would throw 
some light on the action of grape-sugar in 
the normal and in the pathological subject 


OPHTHALMIA NEONATORUM. 

This always important subject is consid 
ered by STEPHENSON in the Practitioner for 
September, 1914. He says that the agents 
employed for ridding the baby’s eyes of dis- 
charge are in the nature of weak antisep- 
tics. In England the favorites are boric 
acid (saturated solution), potassium or cal- 
cium permanganate (1:5000), or corrosive 
sublimate (1:10,000), while on the Conti- 
nent mercury oxycyanide (1:4000) enjoys 
a great reputation. Speaking for himself 
the writer has, rightly or wrongly, formed 
the opinion that more harm than good 1s 
likely to be done with antiseptic lotions, and 
so, for his own part, he seldom employs 
anything for the infant’s eyes more drastic 
than saline lotion 1.4 per cent. This is ap- 
plied at body temperature by means of 
pledgets of absorbent cotton. 

In addition to the utmost cleanliness, the 
writer uses some remedy capable, if not of 
actually killing the gonococcus, at least of 
inhibiting its further development. His 
routine practice is to drop argyrol, 25 per 
cent, freely into the eyes every few hours, 
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or less often according to the severity of 
the case. Only in cases that refuse to yield 
to less drastic measures does he employ 
silver nitrate, 1 per cent or 2 per cent, 
painted over the everted conjunctiva once 
in the twenty-four hours. 

Basic aluminum acetate, supplied under 
the trade name of “Lenicet,” has been em- 
ployed by Wolffberg in ophthalmia neona- 
torum, and is stated by him to have a great 
influence in reducing the purulent discharge. 
It is used as a 10-per-cent ointment made 
with euvaseline. Considerable doubt has 
been cast upon the utility of “Lenicet” by 
Spiro, Bayer, and Kiimmell. On the other 
hand, Schoeler speaks well of it when 
rubbed into the conjunctival sac at night. 

The secretion of pus from the eye may 
be remarkably influenced by the vaccine 
prepared by the Pasteur Institute of Tunis, 
and described before the French Academy 
of Science on October 6, 1913. This anti- 
gonococcic vaccine is injected into the glu- 
teal region of babies or the veins of the 
older subjects. 

Nicolle has obtained striking results in 24 
cases of gonococcal ophthalmia with the 
new product. Cuénod and Penet found that 
improvement, sometimes of a remarkable 
nature, usually followed the second injec- 
tion of the vaccine, practiced two or three 
days after the first. Slight and transient 
reaction followed its injection in babies. 
Offret, who treated 15 cases of ophthalmia 
neonatorum with the novel vaccine, found 
that it almost always reduced the iuflam- 
matory symptoms and diminished the secre- 
tion, rendering the latter clear and mucous 
in place of thick and purulent. In two of 
Offret’s cases, however, corneal ulcers de- 
veloped while the patient was under vac- 
cine treatment, despite diminution of the 
discharge and swelling of the eyelids. Off- 
ret, as the outcome of his experiences, con- 
cluded that this valuable therapeutic agent 
should be used in conjunction with irriga- 
tion and preparations of silver. 

Another most useful remedy is pure 
liquid paraffin, with which the conjunctival 
sac may be filled in the intervals between 
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the saline irrigations. The writer has been 
impressed with the action of this simple 
medicament, since it occurred to him a few 
months ago to employ it in the treatment of 
ophthalmia neonatorum. 

The treatment of corneal complications, 
especially those met with early in the course 
of the disease, opens up large and impor- 
tant questions. The routine procedure is 
to continue the treatment of the ophthalmia, 
and at the same time to employ a solution 
of atropine sulphate, 2 to 4 grains to the 
ounce, dropped into the eye several times 
aday. Again and again has the writer seen 
eyes go from bad to worse, when treated in 
this somewhat perfunctory way. As an 
every-day treatment he prefers physostig- 
mine (eserine), 2 grains to the ounce, used 
two or three times a day. If matters do not 
speedily improve, then, in his personal ex- 
perience, the best plan is to use the cautery 
to the affected parts without further delay. 
In the milder type of case he has seen 
tincture of iodine do good, when applied 
directly to the corneal lesion. 





THE DESICCATION TREATMENT OF 
CONGENITAL AND NEW GROWTHS 
OF THE SKIN AND_.MUCOUS 

MEMBRAN 

CLark, in the Journal of the American 
Medical Association of September 12, 1914, 
reaches these conclusions: 

1. Desiccation is a successful treatment 
for all accessible benign neoplasms or 
lesions of the skin and mucous membranes 
in which destruction of tissues and good 
cosmetic result are desired. All of such 
lesions may be regarded as possibly pre- 
cancerous. 

2. Desiccation is curative in the great 
majority of localized malignant lesions of 
the skin and mucous membranes. In the 
more advanced cases the efficiency is in- 
creased by combining it with the Roentgen 
rays, attention being paid to accurately 
measured dosage. 

3. Desiccation is only palliative in can- 
cerous lesions associated with glandular 
metastasis, in postoperative recurrences, and 
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in cases too far advanced for operation. 
The use of desiccation and the Roentgen 
rays in some of these cases is justifiable, 
because sometimes good results, beyond ex- 
pectations, are obtained. 





BODY TEMPERATURE AND PULSE- 
RATE IN MAN AFTER MUS- 
CULAR EXERCISE. 

MarTIN, GRUBER and LANMAN, in the 
American Journal of Physiology of Septem- 
ber 1, 1914, assert that careful comparisons 
of axillary temperature and pulse-rate after 
muscular exercise in trained and untrained 
men fail to show the degree of parallelism 
to be expected if Mansfield is correct in his 
view that the persistent cardio-acceleration 
following exercise is the result of height- 
ened blood temperature. 

The conclusion is drawn that some other 
explanation must be sought for the phe- 
nomenon. 





FOCAL INFECTION. 


The Journal of the American Medical As- 
sociation of September 12, 1914, contains 
an article by BILLINGs on this important 
topic, for to the now well-known relation 
of focal infection as a chief factor in the 
etiology of acute rheumatism, chronic de- 
forming arthritis, gonorrheal arthritis, ma- 
lignant endocarditis, myositis, myocarditis, 
septicemia of various bacterial types, tuber- 
culosis, nephritis, and visceral degeneration, 
we may add certain infectious types of thy- 
roiditis, with or without hyperthyroidism, 
pancreatitis acute and chronic, with or with- 
out resulting glycosuria, peptic, gastric and 
duodenal ulcers, and cholecystitis. 

With the defenses of the body dimin- 
ished by overwork, exposure to cold, dis- 
sipation, insufficient or improper food, un- 
hygienic surroundings, injuries from former 
disease (valvular scar) or trauma, the indi- 
vidual may suffer from acute rheumatic 
fever, chronic arthritis, myositis, chronic 
infectious endocarditis, pneumonia, ulcer of 
stomach, cholecystitis or pancreatitis, re- 
spectively, dependent on the phase of muta- 


tion in pathogenicity and affinity of the 
strain of the streptococcus-pneumococcus 
group in the focus of infection. These 
principles are important because proper 
management may (a) prevent the systemic 
disease, and (b) guide one in the proper 
treatment of the systemic disease. The 
recognition and removal of chronic foci 
anywhere in the body is imperative as a 
preventive of progressive ill-health. Em- 
phasis should be laid on chronic alveolar 
abscess, often unrecognized by the patient. 
Film roentgenograms of the jaws are often 
the only means of recognition. A path- 
ologic tonsil is a menace and should 
be wholly removed. Chronic cholecystitis 
and chronic appendicitis should be promptly 
treated surgically. Chronic sinusitis may 
exist for years and finally be an important 
factor in the development of systemic dis- 
ease. Following the removal of the focal 
infection, adequate individual and general 
hygiene will improve the body defenses and 
health will be maintained. 

The removal of the focus of infection is 
demanded as a fundamental principle, in the 
treatment of the systemic diseases, espe- 
cially of the chronic type. Thereafter the 
management must be individual, based on 
the character and location of the infection. 
The attempt to immunize the patient against 
the infection must be effected by restora- 
tive measures—food, pure air, passive and 
active graduated exercise, hematinic and 
other tonics, optimistic surroundings, etc. 
Autogenous vaccines may be used with ra- 
tional reservation. 





PSORIASIS. 


The Practitioner for September, 1914, 
contains an article on this topic by PERNET. 
He says that psoriasis is one of those con- 
ditions with regard to which immediately a 
man has made a diagnosis of psoriasis he at 
once flies to arsenic. The writer would like 
to mention once more that arsenic is not a 
panacea for every skin disease under the 
sun. Arsenic has really a limited range of 
use in dermatology—much more limited 
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than is imagined. Time after time the 
writer has had patients brought to him 
who have had arsenic, in fairly large quan- 
tities sometimes, which has really aggra- 
vated the trouble. In spreading psoriasis, 
for instance, if arsenic is given, it is ten to 
one it will do more harm than good; on the 
other hand, arsenic in the later stages is 
sometimes of value. 

A drug which Radcliffe-Crocker and the 
writer employed in a great number of cases 
was salicin. From their experience, they 
found that it did good in generalized erup- 
tive psoriasis. For dealing with a few old 
chronic patches, hard and very scaly, on the 
knees and elbows, the writer does not think 
salicin is of much help, but in an acute 
attack of psoriasis, with fresh lesions com- 
ing out day by day, salicin, in 15- or. 20- 
grain doses three times a day immediately 
after meals, has an effect on the rash. Very 
often in a few days the rash begins to come 
out less and less. We cannot stop the rash 
at once because it has an eruptive impetus. 
So the eruptive elements will still show 
themselves for some time, but there is no 
doubt that salicin quiets the eruption, and in 
time clears it up. 

If a patient has albumin in the urine, that 
must be looked after. The urine must be 
examined in every case that comes under 
notice, especially in generalized or chronic 
skin troubles. Constipation, if present, 
which is the case in most women, must also 
be dealt with. The writer remembers a 
man of about forty-five, who had a very 
marked and characteristic eruption of psori- 
asis, and was at the same time very con- 
stipated. Before starting any medication 
directed to the complaint itself, it is always 
wise, the writer considers, to clear out the 
Augean stables. He ordered this man a 
sulphate of magnesia mixture three times a 
day, and when he came back in a week’s 
time the change in his psoriasis was sur- 
prising. The fact of clearing out the intes- 
tines had really made a great difference to 
the eruption, which was very extensive and 
aggressive when the writer first saw it. 

It only shows that one must take hold of 
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indications as they arise, whatever they may 
be. We must not run away with the idea 
that every case of psoriasis must be treated 
with salicin. The cases must be selected, 
and the patient dealt with as a patient, by 
finding out all about the case and treating 
the individual. If he is constipated, that 
must have attention. In women we may 
have other troubles, such as dysmenorrhea 
or a bad leucorrhea. It is always wise to 
attend to such points. 

Another important point, in connection 
with extensive rashes, is that by getting the 
patient to stay in bed, even without giving 
any medicine at all, some improvement will 
probably result. This can be followed up 
by appropriate treatment. 

Thyroid is at times of great value, but 
its effects must be watched. It is not wise to 
give thyroid in the old and broken-down ; 
the writer has seen it do much harm in 
such cases. 

In addition to the internal treatment 
which the writer has mentioned, there is 
also local treatment. The patient may be 
treated locally by means of chrysarobin. 
This is a favorite treatment with some doc- 
tors, directly they come to the conclusion 
that the case is one of psoriasis. But there 
is one thing about this drug which does not 
seem to be known as generally as it should 
be: chrysarobin stains linen indelibly. It 
should never be used on the face, as the 
writer has seen it lead to a very smart in- 
flammatory reaction and a nasty conjunc- 
tivitis. The writer would not advise its use 
in a case in which the psoriasis is acutely 
spreading. He saw a case, not long ago, 
of a patient who had an extensive and obsti- 
nate rash, which had been made very much 
worse by injudicious chrysarobin treatment. 
The patient was laid up for several months, 
in the writer’s opinion, simply as the result 
of the wrong application of chrysarobin. 

Chrysarobin exerts a marked effect on 
the skin; it is not like boracic ointment. In 
selected cases it is good treatment, but we 
must remember always to tell the patients 
that it stains everything. Unless that is 
done the patients’ sheets and things will be 
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spoilt, and women especially do not appreci- 
ate that. It is important to remember that 
poor people cannot afford to replace sheets 
and bed linen. It is not fair to them. Peo- 
ple should be told to use old linen that they 
do not mind spoiling. Lead and calamine 
lotions are also useful according to the 
amount of inflammatory reaction in the 
patches. 

There are any number of ointments for 
psoriasis. Sometimes the writer finds that 
men have used in a fresh psoriasis case the 
latest advertised panacea, which came 
through their letter-box that very morning. 
The writer does not think that is wise. Be- 
fore using new things we should know 
something about them. It is best to use the 
remedies which have been tried and which 
have been found to be of service. 

With regard to #-rays in psoriasis, the 
writer must say he has been disappointed. 
They have not really given very much in 
the way of good results, and in some cases 
he is certainly of the opinion that they have 
made the psoriasis more difficult and more 
inveterate to treat afterward. . 

Radium will sometimes clear up an obsti- 
nate patch which has been hanging about 
for a long time. The writer has had ex- 
perience of a recent case, in which a very 
obstinate patch, the size of a five-shilling 
piece, was radiumized. The reaction was 
smart; there was a good deal of crusting 
time after time, but the patch did not clear 
up. It was disappointing. Ionization the 
writer has also tried, but he cannot say that 
he has got anything worth speaking of out 
of it. 

To sum up, each case must be dealt with 
according to the individual conditions. 





THE VALUE OF ANTITYPHOID 
VACCINATION. 

WALKER sends this urgent appeal to the 
British Medical Journal of August 29, 
1914: 

It is to be hoped that the widest possible 
attention will be drawn to the important let- 
ter of Sir W. B. Leishman in your issue of 
August 22. 


His statement that even now in the time 
of war “antityphoid inoculation remains, 
unfortunately, on a voluntary basis in our 
army” is an astonishing admission. It is 
difficult to believe that such a state of affairs 
will be- permitted to continue once the medi- 
cal profession and the public are made 
clearly aware of its existence. 

Colonel Leishman’s figures show the 
value of antityphoid inoculation, but the 
matter is one which requires no discussion 
at the present time. The facts are indis- 
putable, and they are plain enough to be 
within the comprehension of every intelli- 
gent person. There is no kind of question 
that inoculation properly carried out is pro- 
tective against typhoid fever. | 

There is equally no question that casual- 
ties from typhoid fever among unprotected 
troops may acquire an importance at least 
as great as that of casualties from wounds. 
And as Colonel Leishman points out, it is 
hardly less certain that among the troops 
which will be collected in large camps at 
home a similar danger of wide-spread epi- 
demic typhoid fever will arise. 

Surely on this account alone it is high 
time that the Army Medical Department 
should be empowered to insist upon com- 
pulsory inoculation. That they should in 
time of war be required to proceed by “per- 
suading officers and men” is well-nigh in- 
comprehensible. 

It is also necessary to direct attention to 
the fact that typhoid fever is not the only 
epidemic disease, nor the most serious, 
which an army in the field has reason to 
fear. Cholera is more severe, and dysen- 
tery may prove more intractable. Either of 
these diseases may well make its appearance 
in the course of a war which involves the 
greater part of the Continent of Europe, 
and in which troops from Russia and from 
the Balkans will continue to be engaged. 
In the case of both diseases there is evi- 
dence that a degree of protection can be 
conferred by means of suitable vaccines. 

Without entering here into a discussion 
of the question of dysentery, about which 
it might be held by some that uncertainty 
remains, it may be stated with confidence 

















that the necessary inoculations against 
cholera and typhoid could be carried 
through on each unit within about a month 
without occasioning on an average the loss 
of more than four or five separate days of 
military training. In the majority of cases 
each inoculation causes at most a day’s 
slight indisposition, while the diseases them- 
selves would mean in many cases the death 
of the man, and in very many more his loss 
as an effective. 

It is evident that any considerable loss of 
effectives from diseases against which pro- 
tective inoculation is available must be re- 
garded to a great extent as an avoidable 
and unnecessary loss. Surely, even from 
purely military considerations, it cannot 
be permitted that relatively slender forces 
should be subjected to avoidable losses. 

Accordingly it appears desirable that the 
appeal issued by Sir. W. B. Leishman 

_should be supported in the strongest pos- 

sible manner by the profession, and that 
no effort should be spared to emphasize the 
necessity of rendering protective inocula- 
tion compulsory throughout the army. 





PINKEYE. 


Haic Brown, in the Practitioner for 
September, 1914, tells us that the treat- 
ment consists in (a@) washing out the lower 
lids; (b) the application of curatives. For 
irrigation of the lower lid, the lid should 
be (1) everted with the forefinger; (2) the 
patient told to roll the eyeball upward; (3) 
pressure and outward traction being at the 
same time made on the upper lid with the 
middle finger. This will effectually expose 
the whole mucous membrane of the lower 
‘lid, which can then be irrigated from a 
douche-can, care being taken that the nozzle 
is no nearer to the eye than one inch. A 
better method still is to soak pledgets of 
cotton-wool in the irrigating fluid, and 
squeeze them out on to the mucous mem- 
brane. The best irrigating fluid is boiled 
water, neither perchloride nor boracic being 
necessary ; in fact, they appear to increase 
irritation. 

After irrigation, the curative agent is ap- 
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plied. By far the most serviceable and the 
least painful is argyrol, in 10-, 15- or 20- 
per-cent solution. Argyrol ought not to be 
instilled by a pipette, but cleanliness and 
efficient application are best secured by ap- 
plying it to the lower lid upon a little cot- 
ton-wool, wrapped round the end of a 


‘wooden match. For each application, three 


matches thus treated are required: the first 
to wipe the lid, the second to be dipped in 
the argyrol and smeared on the lid, the third 
to wipe off the excess of argyrol. Thus 
three matches are needed for each separate 
lid—it may be three or it may be twelve in 
all, for the upper lids must be everted and 
treated, if necessary. The process of irri- 
gating should be carried out six times a day, 
and argyrol applied three times a day. The 
fingers of the attendant must be washed 
immediately after application. 

When argyrol is curing, and it generally 
cures in three days, it is best to make no 
change in the remedy; but in cases which 
do not seem to be progressing with argyrol, 
a change may be made to sulphate or chlo- 
ride of zinc, sulphate of copper, alum, or 
nitrate of silver, all in weak solution—.e., 
one or two grains to an ounce of distilled 
water. It is occasionally, but rarely, neces- 
sary to treat sago-grain granulations by 
using nitrate of silver, 10 to 20 grains to 
an ounce, two or three times a week. 

There is a precaution in the matter of 
diagnosis which must not be neglected dur- 
ing an epidemic of “pinkeye,” and that is to 
make sure in every case of monocular con- 
junctivitis that the trouble is due to bac- 
terial or coccic invasion, and is not being 
caused by a tiny foreign body lying under 
an upper eyelid. 

It is highly important to maintain treat- 
ment for three or four days after apparent 
cure, particularly in the case of those who 
habitually wear spectacles, and during treat- 
ment to avoid reinfection by careful atten- 
tion to the sponges, towels, pocket-handker- 
chiefs, and spectacles used by the patient; 
the most frequent of the recurrent cases are 
those who wear glasses of some kind. Last- 
ly, it is necessary that the person who car- 
ries out the treatment should be skilled and 
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fully alive to the conveyance of contagium 
by means of the fingers and implements 
employed. 

The writer has seen an outbreak of “pink- 
eye,” in a school of nearly 600 boys, limited 
to 40 cases, and finally eradicated by the 
above measures. The special points in the 


matter of spread-prevention had been to - 


keep up active treatment for three days 
after apparent cure, and to prohibit facial 
and digital ablutions in a common lavatory 
for a week after. 





SURGICAL TREATMENT OF ACUTE 
PANCREATITIS. 

DreesMAN (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 129, 1914) sums up his ex- 
perience with acute pancreatitis by saying 
that in all severe cases, also in all light 
cases in which gall-stones are associated, 
operation should be done as early as pos- 
sible. In cases in which the symptoms are 
mild operation should be delayed with the 
condition that if no improvement occurs 
within twenty-four hours operation should 
be proceeded with. In operating the pan- 
creas should be exposed as completely as 
possible by going through the gastrocolic 
omentum. The area of the pancreas should 
be drained through two glass tubes for at 
least fourteen days, and the tubes should 
not be removed so long as the patient shows 
any objective or subjective disturbances. In 
every operation the gall-passages should be 
examined, and any abnormal condition 
there corrected as soon as the condition of 
the patient will permit. 





MOBILIZATION OF ANKYLOSED 
JOINTS. 

Payr (Deutsche Zeitschrift fiir Chir- 
urgie, Bd. 129, 1914) says that the prog- 
nosis of plastic operations upon ankylosed 
joints is, according to his experience, ex- 
tremely favorable. The more experience 
one has in these operations the more con- 
fidently he can predict success. In the 
author’s second series of operations upon 
the knee-joint there were only two unfa- 
vorable results, and in one of these a good 


result was obtained by a second operation. 
With the proper indications and complete 
control of the technique and after-treat- 
ment one can expect in case of the knee- 
joint 70 to 80 per cent of satisfactory re- 
sults. In case of the elbow and the hip- 
joint the prospect is as good as for the 
knee. In the interphalangeal joints the 
prognosis is favorable; operation on the 
shoulder-joint is less certain to be satis- 
factory. In the author’s last series of 22 
operations for mobilization there were 11 
knee-joints with nine favorable and two un- 
favorable results. In the case of six knee- 
joints the author refused to perform a plas- 
tic operation, and in four altered the posi- 
tion of the bones by a resection after the 
method of Helferich. There were three hip- 
point operations with two good and one bad 
result ; three elbow-joint cases with two very 
good and one good result; two interphalan- 
geal cases, both of which were successful ; 
and one shoulder-joint with unsatisfactory 
outcome. 

The experience of the author shows that 
operative mobilization of fibrous and osse- 
ous ankylosis of various joints by means 
of arthroplasty with interposition of soft 
parts gives in the greater portion of the 
cases a satisfactory and durable functional 
result. It is important, however, to more 
fully develop the three principles of suc- 
cess in this work, namely, the indications, 
the technique, and the after-treatment. 





OUTWARD DISLOCATION OF THE 
PATELLA. 

For the cure of this condition WuiTE- 
LOCKE (British Journal of Surgery, Vol. II, 
No. 5) transfers the tendon of the gracilis 
muscle, this being chosen instead of the 
semitendinosus or any other muscle, partly 
because of its superficial position and its 
very long and supple tendon, but mainly 
because it is primarily an adductor in its 
action and innervation, being supplied by 
the obturator nerve, while it acts not only 
as an adductor of the thighs, but also flexes 
and rotates the knee medialwards. In this 
respect it differs from the hamstrings, 
which are supplied by the sciatic nerve. It 
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is also a less important flexor of the knee 
than the semitendinosus muscle. 

The altered position of the transplanted 
tendon acts as a tie, fixing the ligamentum 
patelle and preventing the passage of the 
patella outwards during full extension of 
the knee, while it tends also to rotate the 
joint medialwards. 

The operation is by no means difficult, 
and it has the additional advantage of re- 
quiring no opening into the knee-cavity. 
In only one of the cases (the first) was 
reefing of the capsule practiced, or consid- 
ered a necessary or additional precaution. 
In cases in which there is undue flaccidity 
of the capsule, reefing may be used with 
advantage as an adjuvant of the gracilis 
transplantation. Time alone will prove 
whether this simple device and method of 
tendon transposition will meet all require- 
ments in curing this inconvenient and trying 
surgical condition. So far as the experi- 
ence gained from these cases goes, the op- 
eration would seem to leave little to be de- 
sired. In the last case, a certain amount 
of stiffness and tightness in the direction 
of the gracilis pull was noted and com- 
plained of for a few weeks; and in all the 
cases a thickening of the patellar ligament, 
where the gracilis was inserted into it, was 
palpable to the examining hand and visible 
to the eye, but it was unaccompanied by 
any feeling of soreness or tenderness. 





CARCINOMA OF THE LARYNX. 


BartH (Deutsche Zeitschrift fiir Chir- 
urgie, Bd. 129, 1914) reports upon his ex- 
perience with cancer of the larynx during 
the years 1896 to 1913. In this time he 
has treated 70 cases. Of these 54 were 


males and 16 females. The youngest was_ 


thirty-six years; there were 20 in the fifth 
decade; 26 in the sixth; 20 in the seventh; 
3 in the eighth decade. Of the 70 cases, 37 
were carcinoma of the larynx alone, 16 of 
the larynx and esophagus, and 17 of the 
larynx, pharynx, and esophagus. That the 
prognosis in beginning cancer of the larynx 
is good and that operation in this stage is 
almost without danger has long been known. 


Unfortunately the victim does not usually - 
fall into the proper hands in this early stage, 
and if he does he will not consent to opera- 
tion. The patient must trust to the judg- 
ment of the surgeon and submit to opera- 
tion while he still has no further difficulty 
than a slight hoarseness. The author’s cases 
have usually been treated for weeks or 
months by gargles and inhalations before 
they were sent to him, and then it was, as 
a rule, too late. In reference to the diag- 
nosis it is well to remember the dictum of 
Heymann, namely, that every unilateral af- 
fection of the vocal cords is of constitu- 
tional origin. The author believes that in 
any doubtful lesion of the larynx every pos- 
sibility should be kept in mind. Also in 
young individuals carcinoma should not be 
too readily ruled out when there is a sus- 
picion of it. When the diagnosis has been 
established the only treatment is operation. 





RENAL SARCOMA OF INFANCY. 


LouGHNANE (British Journal of Sur- 
gery, Vol. II, No. 5) records 35 cases, 
noting that the disease is common in chil- 
dren under five years of age, and that sex 
is not a predisposing factor. There are no 
early symptoms of the disease. The first 
suggestion of abnormal condition is usually 
an enlarged abdomen noted by the mother. 
This is painless. 

In 72 per cent of the cases in infants 
urinalysis afforded no help, nor was the 
blood count of value, although a mild de- 
gree of leucocytosis is usually found. 

As to the pathology, Nicholson notes that 
in the fetal kidney connective tissue is pres- 
ent in excess, and likewise a considerable 
number of plain muscle fibers around the 
collecting tubules, differing thus from the 
adult kidney, which is very sparsely sup- 
plied with connective tissue, and in which 
muscle is restricted to a few plain fibers 
lying beneath the mucous membrane of the 
pelvis and in the capsule. The first of the 
mesoblastic tissue to become differentiated 
is that which goes to form Bowman’s cap- 
sule and the glomeruli. A glomerulus at 
first consists of a solid mass of cells pro- 
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jecting into a space lined with cubical epi- 
thelium, and late in fetal life becomes vas- 
cularized, when the peripheral layer of 
cubical cells becomes flattened out. The 
cubical shape of the cells covering the 
glomerulus is often retained until the sec- 
ond month after birth. The tubules, in 
their beginning, consist of solid cylinders 
branching out into a mass of undifferen- 
tiated cells, often surrounded by developing 
glomeruli. 

Reverting to the renal tumors of infancy, 
the picture is not unlike the above, so 
far as the variety of cells is concerned. 
Round and spindle cells are nearly always 
to be seen, and, according to Nicholson, 
tubules are never absent if carefully 
searched for. When tubules are present in 
abundance, and embedded in a sarcomatous 
matrix, the term adenosarcoma is applied ; 
four of the cases were diagnosed as such. 
One case was described as a carcinoma 
arising in embryonic renal tubules, but the 
histological description would aptly apply 
to another tumor diagnosed as “malignant 
adenoma,” viz., tubular acini lined with a 
single layer of cubical epithelium, with 
solid cylinders of similar cells running be- 
tween the tubules. These cubical ceils, 
however, which line the acini and tubules 
of renal tumors in infants, seldom trespass 
beyond the basement membrane, therein 
differing essentially from true carcinoma- 
tous cells, which invade tissue irrespective 
of any limiting membrane. In the ma- 
jority of cases, however, round or spindle 
cells, or both together, are present in such 
numbers as to dominate the field, and the 
tumor is classified accordingly. In two 
cases the presence of striated muscle fibers 
led to a diagnosis of teratoma. But a tera- 
toma represents an included twin, or cell, 
which in an early stage of embryonic life 
has become separated off, until later, stimu- 
lated into growth, it manifests itself as a 
malignant tumor. In these circumstances it 
would be expected that epiblastic elements 
would develop independently of mesoblas- 
tic; this, however, is not the case. 

The prognosis in renal sarcoma is de- 
cidedly unfavorable. Recurrences are said 
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to take place in 80 per cent of cases, and in 
over 70 per cent of these within the first 
year. Recurrence is rare after four or five 
years. According to Wagner, permanent 
cures of from two to eighteen years have 
been recorded in 34 cases. Of these, 21 
have passed the three-year limit. Cases 
have been recorded alive and well aiter 
eighteen years (Malcolm), five years 
(Abbe), and four years (Abbe). 

Early nephrectomy is the operation of 
choice; the immediate mortality has fallen 
from 76 per cent in 1885 to 22 per cent in 
1902, and it is less still to-day, being 7.7 
per cent in the following cases: 

Out of 12 cases of nephrectomy, two 
died within six months from recurrence, 
four survived more than three years, in 
three the results are unknown, one died 
from phthisis three months later, and two 
were alive and healthy one and six months 
later respectively. In other words, 33 1/3 
per cent survived operation three years, and 
25 per cent more than ten years. 





PUNCTURED WOUNDS OF THE 
ABDOMEN. 

Macuta (Beitrige sur klinischen Chir- 
urgie, Bd. 89, Heft. 2-3, 1914) reports from 
the Obuchow Hospital for Men in St. 
Petersburg, during the years 1902 to 1912, 
301 cases of punctured wounds of the abdo- 
men. There were 109 cases without in- 
jury to the internal organs with 105 recov- 
eries, and 192 cases with injury to internal 
organs with 122 recoveries. There were 61 
injuries of the liver with 43 recoveries; of 
the intestines 45 with 24 recoveries; of the 
stomach 42 with 26 recoveries; of the dia- 
phragm 34 with 22 recoveries ; of the spleen 
8 with 6 recoveries ; of the kidney 2 with 1 
recovery. The deaths from peritonitis were 
32, including cases of injury to the liver, 
intestines, and stomach. The course of all 
injuries of the abdomen in the form of 
punctured wounds without injury to inter- 
nal organs is favorable, but it is advisable 
to widen and examine the wound and su- 
ture it, especially if no more than twelve 
hours have elapsed since the wound was 
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received. In 42 cases of wound of the 
stomach, 19 cases showed at the same 
time wounds of other organs, while in 45 
cases of wound of the intestines only two 
showed injury to other organs, one of these 
being the liver and the other the diaphragm. 
On account of the danger of peritonitis the 
chances of cure in punctured wounds of 
the abdomen are better the earlier opera- 
tion is resorted to. It cannot be too often 
repeated that in every case of punctured 
wound of the abdomen operation should 
be done. 





VACCINE TREATMENT OF GONOR- 
RHEAL ARTHRITIS. 

GRAMENITSKY (Beitrige zur klinischen 
Chirurgie, Bd. 89, Heft. 2-3, 1914) in sum- 
ming up the results of his treatment of 
gonorrheal arthritis states that the hyper- 
emia treatment of this affection is very 
effective although it will not cure all cases. 
In acute and subacute cases passive hyper- 
emia gives the best results. Unqualified 
good results come from immunization ther- 
apy. Whether the active or the passive 
form of immunization gives the best re- 
sults the author cannot say. Vaccine has 
the advantage of cheapness and is less apt 
to produce a severe reaction. The combi- 
nation of immunization and hyperemia ther- 
apy gives especially good results; it is par- 
ticularly valuable in very old chronic cases. 
The influence of vaccine in gonorrheal 
urethritis is very slight. 





THE SURGICAL TREATMENT OF NEPH- 
ROPTOSIS BY OCCLUSION OF THE 
PERINEPHRIC FASCIAL SAC. 

Locxwoop (British Medical Journal, Oc- 
tober 3, 1914), after speaking most logic- 
ally against the practice of immobilizing a 
mobile organ, quotes Wilson and Howell to 
the effect that the perinephric sheath forms 
a complete investment for the kidney ex- 
cept at its hilum and lower pole. At the 
lower pole the perinephric sheath is, those 
authors say, continued downward and in- 
ward, as a funnel-shaped prolongation. 
“Here there is a weakness in the perinephric 
sheath, and it is down this channel that the 
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kidney prolapses, and, guided by the direc- 
tion of the funnel, the organ soon assumes 
a position with its long axis directed down- 
ward and slightly inward.” The lower 
part of the perinephric sac may contain fat, 
and if that departs the sac becomes too big 
for the kidney. It is generally believed 
that loss of weight may loosen the kidney 
and that the trouble may cease when the 
sufferer gets fat again. 

The perinephric sheath does not move 
because it is continuous with the diaphrag- 
matic fascia, the crus of the diaphragm, and 
is attached to the vertebral bodies. At its 
upper and inner part, where some of it 
passes behind the suprarenal body, the peri- 
nephric fascia is thick and strong. Here 
it is reénforced by a strong fibrous band, 
the true “suspensory ligament” of Wilson 
and Howell. To perform nephrectomy the 
kidney has to be withdrawn from its peri- 
nephric fascial sheath. In those who are 
strong and athletic the kidney is firmly up- 
held by the perinephric fascia. 

The perinephric sheath is also held firm 
by its continuity with the transversalis fas- 
cia, with the sheaths of the quadratus lum- 
borum and psoas muscles, and by its at- 
tachments to the vertebral column. 

The perinephric fascia supports the kid- 
ney and restrains its movements during 
respiration and during the movements of 
the body. Although the average weight of 
the kidney is only five or six ounces, never- 
theless this small weight is not to be ignored. 
When the kidney is loose in its sheath it can 
be felt moving about according to the posi- 
tion of the body. Standing up it falls to- 
ward the pelvis ; lying on one side it falls to 
the other. 

So the perinephric fascia not only re- 
strains the movements of the kidneys dur- 
ing ordinary respiration, but also during 
respiratory efforts and during joltings and 
shakings of the body. When the kidney 
becomes loose the perinephric fascia does 
not yield at its attachments. Its sac be- 
comes too capacious, and then the kidney 
begins to have a wide range of movement 
within it. 

The steps of the operation favored by 
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Lockwood are as follows: The patient is 
placed in the usual position for nephrotomy 
with a sand-bag or an inflatable air-cushion 
between the table and the flank. An ob- 
lique incision is made about an inch below 
the twelfth rib, not quite parallel to it, but 
more in the direction of the fibers of the 
external oblique. The incision begins be- 
hind at the outer border of the erector 
spine, and is carried forward for four or 
five inches. The length of the incision de- 
pends upon the thickness of the abdominal 
wall. The muscles are split in the direction 
of their fibers. No nerves are divided, and 
the bleeding is trifling. The fascia trans- 
versalis having been opened the kidney is 
sought for. Lockwood has found this step, 
usually a troublesome one, made quite easy 
by rolling the patient over until the wound 
faces the table. Then the finger is passed 
over the kidney to separate the perinephric 
fascia from the colon and peritoneum, and 
the perinephric fascia is taken between the 
finger and thumb at the lower end of the 
kidney, which is squeezed upward within 
its sac. When the kidney has gone up as 
high as is judged necessary, the perinephric 
fascia is clamped at its lower end with pres- 
sure forceps, and ligatures of No. 2 or 3 
twisted silk are passed around it with a 
curved needle. The author has passed two 
and sometimes three of these silk sutures 
about half an inch apart. The ends of 
these ligatures are left long and used to fix 
the perinephric fascia to the abdominal 
wall. Before applying the pressure for- 
ceps the perinephric fascia is felt between 
the finger and thumb to make sure that the 
ureter is not being taken in. When the 
perinephric fascia has been ligatured the 
lower end of the kidney is at about the 
level of the twelfth rib and moving a little 
with respiration. : 

Unless it is necessary to explore the kid- 
ney, it is better not to open the sac of the 
perinephric fascia. 

The operation is completed by bringing 
the abdominal muscles together with 
chromic gut sutures, and suturing the skin 
with silkworm-gut. 

This operation hardly takes more than 


half an hour, and is followed by very little 
shock, pain, or vomiting, and in these re- 
spects contrasts favorably with the opera- 
tion which Lockwood has done to fix the 
kidney. The patients have hardly suffered 
more than they would have done after rad- 
ical cure of hernia. After the operation 
he follows his usual routine after abdom- 
inal operations—namely, three weeks in 
bed, three weeks on a couch, six weeks’ 
gentle exercise. 





TREATMENT OF PERITONITIS. 


GreKxow (Beitriige zur klinischen Chir- 
urgie, Bd. 89, Heft. 2-3, 1914), reporting 
upon an extensive experience with periton- 
itis at the Obuchow Hospital in St. Peters- 
burg, divides peritonitis into the dry, or 
septic, and the purulent or fibrinopurulent 
varieties ; the latter may be of the early, the 
late, or the terminal stage. The dry, or 
septic, form is characterized by no or at 
least very slight serous or serofibrinous ex- 
udate, but with marked injection and dis- 
tention of the intestines and with rapid 
pulse, frequently with icterus and with very 
high or even subnormal temperature; rig- 
idity and pain may be slight. Purulent per- 
itonitis in the early stage shows purulent 
or seropurulent exudate often in large 
quantity, with slight odor, and with only 
moderate injection and distention of the 
intestines. In the late stage the exudate is 
thicker and of putrid odor; the intestines 
are distended and adherent. In the ter- 
minal cases the patient is in very bad gen- 
eral condition, with all the classical signs 
of peritonitis. The exudate is localized by 
adhesions in various areas, the intestines 
are distended and edematous. The early 
stage is comprised in the first one to two 
days ; the late stage in the third to the fifth 
day ; and the terminal stage in the sixth to 
the twenty-first day. The cases reported 
are subdivided as follows, according to 
their origin and results of treatment: Of 
cases resulting from appendicitis there were 
101, with 59 cured; from gynecological con- 
ditions, 43, with 23 cured; from parturition 
or abortion, 13, with 2 cured; from the gall- 
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bladder or pancreas, 18, with 9 cured; from 
typhoid perforation, 18, with 2 cured; from 
injuries to the stomach or intestines, 14, 
with 9 cured; from phlegmonous enteritis 
3 cases, all of which were fatal. There 
were 12 non-operative cases, of which all 
died. 

There is no doubt that in peritonitis re- 
sulting from gynecological conditions, cho- 
lecystitis, or perforated gastric ulcer, it is 
proper to carry out expectant treatment 
pending localization and abscess formation, 
but generalized peritonitis is, as a rule, 
under palliative treatment, a fatal disease. 
In these cases palliative treatment is to be 
considered only when the patient is mori- 
bund or obstinately refuses operation, or 
when it is impossible to properly prepare 
for operation, as in case of war. The gen- 
eral plan of palliative treatment implies ab- 
solute rest, morphine subcutaneously, no 
nourishment by mouth, nutritive enemata, 
ice to abdomen; in case of vomiting irriga- 
tion of the stomach and common salt infu- 
sion. By way of preparation for operation, 
especially in the later stages, the stomach is 
washed out, particularly with a view to pre- 
venting aspiration pneumonia, also to les- 
sen the burden on the heart and lungs. If 
the pulse is weak, an intravenous injection 
of saline solution, also camphor, digalen, or 
caffeine, is given. General anesthesia is 
desirable ; local anesthesia is insufficient and 
increases the tendency to shock. Lumbar 
anesthesia has no special value. Disinfec- 
tion of the operative field is done by means 
of iodine. In all uncertain cases the in- 
cision is made in the midline, and if this in- 
cision does not suffice, a second incision is 
made over the site of the trouble. In case 
of marked distention of the intestines pri- 
mary enterostomy or puncture should be 
done, as it has a favorable influence upon 
the paretic condition of the intestines and 
favors their return to the abdomen. In all 
cases the cause of the infection is to be re- 
moved if possible. In typhoid perforation 
the opening can be made to serve as a fecal 
fistula. In perforating ulcer of the pylorus 
or duodenum primary gastroenterostomy is 
to be done; in localization of the ulcer in 


other parts of the stomach or in general 
weakness of the patient one must be content 
with tamponade of the omentum, duoden- 
ostomy, or jejunostomy. 





SYMPTOMS AND RATIONAL TREAT- 
MENT OF POCKET-HANDKER- 
CHIEF DEAFNESS. 

Hays (/nterstate Medical Journal, Octo- 
ber, 1914), under this interesting title, dis- 
cusses the ordinary type of deafness for 
which the otologist habitually does so little 
good and sometimes so much harm. As a 
result of careful study and experience, he 
has become an enthusiastic convert to 
Heath’s treatment. He holds that the 
cause of deafness is a relaxation of the 
drum, and the end of treatment is to bring 
it back to its proper tension. Treatment 
consists in the application of. irritating 
medicaments to the ear drum. Thicken- 
ing takes place, which thickening draws on 
both the circular and straight muscle fibers 
of the drum; and instead of retraction, the 
membrane is drawn out until it assumes a 
more normal position. The ankylosed 
joints of the small bones of the middle ear 
are loosened up. The ossicular chain puts 
more tension upon the ligament of the oval 
window. It is stated that it is necessary 
for the patient to come in daily over a 
period of six or eight weeks ; that this treat- 
ment must be repeated at the end of two or 
three months; and often it has to be re- 
peated again and again during a period of 
one and a half to two years. It is held to 
be particularly important in cases of deaf- 
ness to differentiate between those cases 
with a retracted drum and a stenosed tube. 
The relaxed drum with the open tube is an 
extremely difficult condition to treat. 

First, all nasal obstructions are corrected. 
Next the patency of the Eustachian tube is 
determined by the Politzer bag or the Eus- 
tachian catheter. The tension of the ear 
drum is determined by observing through 
an electric otoscope, which can be attached 
to an electric or hand massage apparatus. 
Many of these patients complain of an an- 
noying tinnitus, and the hearing with a 
watch is frequently negative. Heath uses 
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a preparation of cantharides, with which 
the drum is painted. If there be stenosis of 
the Eustachian canal this must also be 
treated. The patient should be cautioned 
against blowing the nose hard enough to 
get any air into the middle ear. During 
the treatment the hearing is considerably 
impaired, many of the patients becoming 
stone deaf. The cases, three in number, 
show satisfactory improvement. 





OPEN SUTURE OF FRACTURED 
PATELLA. 

SANDROCK (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 129, 1914) says that under 
Trendelenburg in the Leipsic clinic during 
the years 1905-1911 there were treated 
116 cases of fracture of the patella, of which 
106 were males and 10 females. Suture 
was carried out in 77 males and 7 females. 
Of these 84 cases, in 49 a subsequent in- 
vestigation was made. The cases in which 
suture was not performed included those 
in which operation was refused; those in 
which there was no extension paralysis but 
only weakness of extension, from which 
one might infer that the extension appar- 
atus was not entirely disabled; and those 
whose general condition, either on account 
of extreme age or marked arteriosclerosis, 
was such that they were not suited to open 
operation. General anesthesia was used in 
7? cases, lumbar in five, local in one, and 
intravenous anesthesia in one. Of the 84 
cases in which suture was performed, 64 
were the result of direct violence, 19 the 
result of indirect violence or muscular con- 
traction, and three cases of refracture. The 
youngest patient was sixteen, and the old- 
est seventy-one years of age; of the remain- 
der, four were in the second decade; 19 in 
the third; 25 in the fourth; 14 in the fifth; 
16 in the sixth; four in the seventh; and 
one in the eighth decade of life. The post- 
operative course in all except one case in 
which mild tetanus developed, and another 
in which there was prolonged suppuration, 
was undisturbed. 

The average time after injury in which 
treatment was carried out was 6.3 days. 
The time which was allowed to elapse was 
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dependent upon the extent of blood effu- 
sion and of the inflammatory reaction. In 
onze case the joint was punctured on ac- 
count of a very large effusion of blood on 
the day after the fracture and suture done 
six days later. The average time of after- 
treatment was 41.6 days, the slowest cas: 
being the one of tetanus, which was under 
treatment 514 months. 

In most cases the fracture was transverse, 
the lower fragment being the smaller and 
very frequently separated into two or more 
parts. In some cases it could not be deter- 
mined whether certain small fragments be- 
longed to the upper or the lower portion 
of the patella. In suturing cases in which 
the lower fragment was very small or much 
splintered the wire was carried through the 
ligamentum patellz. In one case two holes 
were bored through the upper fragment 
and one through the lower, and the wires 
were carried from the two holes in the 
upper fragment through the single one in 
the lower. In one case of vertical fracture 
the smaller fragment was removed. In 
three cases on exposing the patella only a 
small fissure was found without total sep- 
aration, in which case the repair was made 
with catgut. In another case in which the 
lower fragment was badly splintered it was 
entirely removed, and the ligamentum 
patelle united to the periosteum of the 
upper fragment by means of catgut. 

Of the 49 cases in which after investiga- 
tion was carried out 714 months to 10 years 
subsequent to operation, 47 showed bony 
union and two fibrous union with a dia- 
stasis of 0.5 of a centimeter. In two cases 
the wire sutures had been broken. In 37 
patients the patella was normal in mobility, 
in five the motion was impaired, and in 
seven the patella was immovable. In no 
case was effusion into the joint found. The 
scars were soft and movable upon the un- 
derlying tissue and free from tenderness. 
In 42 cases complete extension at the joint 
could be obtained; in two it was 170 de- 
grees, and in one 150 degrees. The flex- 


ion of the joint was equal on both sides in 
20 cases, in two there was a difference of 
25 degrees; in three, 30 degrees; in six, 15 
degrees ; in seven, 10 degrees; and in one, 
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8 degrecs. The difference in the circum- 
ference of the thigh on the two sides varied 
from nothing up to 3cm. Crepitation was 
found in the joint in six cases, in two of 
which arthritis deformans was present. In 
33 of the patients there was freedom from 
trouble and ability to work the same as be- 
fore injury, in six there were shooting pains 
in the joint on changes in the weather, in 
four there was difficulty in carrying weights 
upstairs, and in two there was difficulty in 
working, partly on account of pain and 
partly on account of weakness in the leg. 

The author’s experience shows that open 
suture of the fractured patella as a rule 
gives excellent results, and is usually to be 
recommended, especially among the working 
class, in whom it is necessary to move 
quickly and have full strength in the ex- 
tremity. It is possible to treat fracture of 
the patella without suture and get healing 
which will enable the patient to travel on 
level ground, but on uneven ground the gait 
begins to become uncertain and the limb 
becomes less and less useful for manual 
labor. The objection to open fracture of 
the patella has been principally based on the 
inability of the surgeons to absolutely con- 
trol the matter of sepsis. This series of 84 
operations shows that not a single case was 
infected on account of operation, and that 
no death is to be recorded. 





GALL-STONE RECURRENCES. 


In an instructive review of the litera- 
ture of this topic RoBiTrsHEK (Interstate 
Medical Journal, October, 1914) states that 
there was a time, not a great many years 
ago, when the consensus of opinion of sur- 
geons, of the largest experience along the 
lines of biliary tract surgery was that such 
recurrences did not take place. However, 
among these selfsame men, this opinion has 
changed, and that which they formerly ridi- 
culed and denied they now readily admit to 
be a fact. Others there are who still re- 
main skeptical, and, too, a very few who 
even deny this. This difference of opinion 
has always and naturally will perhaps exist, 
for who can say with certainty that stones 
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found at the second operation were not 
those or a portion of those left knowingly, 
or unknowingly, at the first. That this is 
not uncommonly the case is shown by Kehr, 
who in analyzing his cases places the per- 
centage of overlooked  gall-stones at 4. 
Shott places the average as high as 10 per 
cent. 

To understand recurrences of gall-stones, 
one should of course understand how and 
where they are formed. We are all fairly 
well convinced that gall-stones are caused 
by an infection and stagnation of the bile. 
According to Aschoff the single cholesterin 
stones, free from bacteria, are due to a 
stagnation of bile; if to a stagnant gall- 
bladder an infection is added, cholecystitis 
with the formation of more stones, usually 
pigmented lime, results. 

Undoubtedly most gall-stones are formed 
in the gall-bladder, where such a stagnation 
may most readily take place, although 
it is admitted that stones may also form 
occasionally in the gall-ducts. Riedel be- 
lieves that gall-stones do not have time to 
form in the bile-ducts. Lawson Tait says 
that while it has generally been believed 
that gall-stones are formed in the gall- 
bladder, he does not think this is more true 
than of urinary calculi found in the uri- 
nary bladder. He believes that the gall- 
stones are formed in the streams of bile as 
they flow through the substance of the liver. 

We are also aware that gall-stones are 
formed occasionally in the liver, the so- 
called intrahepatic stones. Poore in 80 au- 
topsies found eight. intrahepatic stones. 
Long believes that intrahepatic stones, oc- 
cupying the hepatic ducts and distending 
them, are very rare. Morrison thinks that 
stones are never formed, though sometimes 
found, in the smaller ducts. Gerster ques- 
tions whether all gall-stones are formed in 
the gall-bladder, though he thinks most of 
them are. He admits the possibility of cal- 
culi forming in the hepatic and common 
ducts. Cases of recurrence may be ac- 
counted for as having their origin in the 
deposit of cholesterin in Luschka’s ducts. 
Deaver also calls attention to this class of 
cases, in which small gall-stones or particles 
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of cholesterin lie embedded in the mucosa 
of the gall-bladder, the so-called Moynihan 
or also the MacCarty “strawberry gall-blad- 
der,” as a source of gall-stones. 

Kehr believes that true recurrences oc- 
cupy a subordinate or minor position in 
surgery, and are generally the result of 
overconservatism on the part of the oper- 
ator. It is indeed very interesting to follow 
Kehr from his earlier opinions up to the 
present, when he now admits of a true 
recurrence, following even a complete re- 
moval of the gall-bladder. He would divide 
recurrences into three classes: First, those 
in which an actual recurrence of gall-stones, 
following a complete and thorough removal 
of the same from the gall-bladder, cystic, 
common and hepatic ducts, takes place ; sec- 
ondly, false recurrences, or those due to 
stones left in the gall-bladder or ducts or to 
adhesions, fistule, strictures, and herniz; 
and thirdly, those due to remnants of gauze 
or thread, usually silk, the so-called incrus- 
tation recurrence, of which he himself has 
seen six cases. 

Homans relates his experience in a gall- 
bladder case entirely emptied of gall-stones 
in April, 1895. On reopening the gall- 
bladder in January, 1897, he found seven 
stones. Two were about the size of lima 
beans, of yellowish color, attached in dumb- 
bell fashion to a piece of silk thread, three 
others attached to one piece of silk, two 
others smaller and independent. His conclu- 
sion from this case was that it requires but 
a few months for the formation of gall- 
stones, in which time they may become 
quite large. This also is in accordance 
with the ideas of Mignot, who from his 
experimental research believed it took only 
five or six months to form stratificd, well- 
formed biliary calculi. He further claimed 
that it was necessary for this that there be 
a comparative stagnation of bile, otherwise 
the soft immature calculi all might be of 
the same age, and due to one and the same 
attack of cholecystitis, which he believes to 
be a transitory event. If, he adds, a recur- 
rent attack takes place in a damaged gall- 
bladder, fresh calculi may be found. Davis 
only once found stones to recur after a 
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cholecystostomy. He found three chromic 
catgut sutures in a gall-bladder, having 
apparently been used as a_ purse-string 
suture. Each one was studded like beads. 
He thinks that the reason stones are not 
likely to form again is that a definite infec- 
tion is necessary to produce them. 

In a personal communication from him 
on this subject, Mayo writes that in the ex- 
periences of their clinic, gall-stones have 
been found to recur, following cholecystos- 
tomy, one out of 800 or 1000 cases. Deaver 
quotes Mayo as having observed five cases 
in which there was every reason to believe 
that stones had reformed in the common 
duct. 

Poppert, in an experience of 1228 cases, 
had never seen a case of actual reformation 
of the gall-stones. Also Czerny up to this 
time claims never to have witnessed a case. 
According to Turner the percentage of re- 
currence in simple cases is small (between 
2 and 3), and he emphasizes that it is im- 
portant to recognize that recurrences take 
place after a complete removal of the gall- 
bladder. Personally, the writer has seen 
only one case. Here 150 gall-stones were 
found in the second operation, a year fol- 
lowing the primary cholecystostomy. 

The writer is convinced that gall-stones, 
even in the hands of the most skilful sur- 
geons, and under the most thorough and 
complete operations, may recur, or reform, 
but he is also convinced that such a recur- 
rence is a rarity. 

The writer believes the earlier the stones 
are removed the better will be the after- 
results, and less tendency for a recurrence. 
As a second essential for prophylaxis, he 
would suggest a thorough draining of the 
gall-bladder in all cases of cholecystostomy. 
The removal of the gall-bladder in all cases 
of gall-stones seems radical at this time, 
though the tendency of present-day surgery 
points in that direction. Deaver says we 


must admit the possibility of recurrence of 
gall-stones after operations, a chance the 
danger of which is greatly diminished by 
the removal of the gall-bladder. Bechy be- 
lieves cholecystectomy the only sure cure 
for gall-stones, and says no functional re- 
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sults follow the removal of the gall-bladder. 
He says further that he believes after chole- 
cystostomy recurrences are frequent, and 
further operations are made difficult by ad- 
hesions formed about the gall-bladder. 

Gerster believes that the presence of 
many stones, even though the cystic duct be 
patulous, indicates a removal of the gall- 
bladder, and comes to the conclusion that 
every dilated common duct should be 
opened, drained, and palpation of it follow 
and not precede its incision. As a further 
aid to prophylaxis of recurrence, the writer 
agrees with Gerster that hepatic infection 
be guarded against and all causes of stag- 
nation removed. Last, but not least im- 
portant, attention to diet, exercise, and hy- 
giene must not be neglected in the avoid- 
ance of recurrence of _ gall-stones, nor 
should we ever lose sight of the fact that 
gall-stones are not the cause but merely the 
results of a pathological condition; and, 
with this in view, our surgical treatment ac- 
cordingly should always be most painstak- 
ing and thorough in our efforts to avoid a 
recurrence of gall-stones. 





INTRAVENOUS ETHER ANESTHESIA. 


KUMMELL (Surgery, Gynecology and 
Obstetrics, September, 1914) reports on 
250 cases, but has not used this method 
yet as a routine. It is particularly indi- 
cated for operations on the face and head, 
including the mouth and pharynx, the up- 
per jaw, and the base of the skull, as well 
as for operations on the neck, giving as it 
does a uniform quiet anesthesia conducted 
far away from the field: of operation so 
that the operator and his assistants are not 
interfered with. It is also employed in the 
case of patients who are weak or who from 
prolonged duration of the disease are much 
exhausted and emaciated. Such patients 
often leave the room after operation with a 
much stronger pulse, with remarkably good 
heart action, and with a fresher appearance 
than when they came in. They awake from 
the anesthesia quickly and without any un- 
pleasantness. There has been no instance 
of nausea or vomiting, a factor that is not 


to be disregarded in weak patients after 
laparotomies. There has been no case of 
pulmonary embolism, although in the early 
days of its use there was frequently local 
thrombosis at the site of injection into the 
vein. When by an improved method a con- 
tinuous stream of physiological salt solution 
was employed there was not a single case of 
thrombosis observed. As to salt solution, 
Kitimmell is a warm advocate of its use in- 
travenously. He has given as much as 18 
liters within 24 hours without danger to the 
patient. The administration is interrupted 
when edema of the lower eyelids and the 
sclerotic conjunctiva occurs. The amount 
of solution to be injected is an important 
point in intravenous anesthesia, and nat- 
urally it varies with the strength of the in- 
dividual. In a weak, dried-out body that 
eagerly absorbs water we can give relatively 
large quantities of fluid, but we reach the 
limit much quicker in a strong patient with 
a well-filled vascular system. 

As to the indications for intravenous an- 
esthesia, they are thin and weak individuals, 
those who have undergone hemorrhage, col- 
lapsed patients. Furthermore, it should be 
used in operations on the neck and head, 
and the author believes it will meet with 
greater success than any other known 
method of anesthesia. 

The intravenous method is contraindi- 
cated in arteriosclerosis, in which there is 
generally a high blood-pressure, in severe 
myocarditis, and in general plethora. 

There was one case of pulmonary and 
laryngeal tuberculosis which seemed to be 
made worse by the intravenous anesthesia. 
In amyloid disease of the kidney the al- 
bumin excretion was slightly increased the 
first few days after the operation. Blood 
withdrawn immediately after operation 
showed neither microscopically nor spec- 
troscopically any changes. The greater part 
of the ether is excreted directly through 
the lungs. 

It is a pleasant form of anesthesia for the 
patient. Disagreeable after-effects are 
never observed. In many cases the patients 
themselves ask to be anesthetized through 
the arm. All the patients were given sco- 
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polamine and morphine before the opera- 
tion. After inserting the cannula into the 
vein it is connected with two glass vessels, 
placed upon a standard, one containing 4- 
per-cent ether solution, the other physiolog- 
ical salt solution. The tubes from both of 
these vessels are united in a Y-shaped glass 
tube, which has on its lower limb a piece of 
rubber tubing carrying the cannula and a 
stop-cock that is easy to regulate. By 
means of the latter it is possible to give a 
uniform injection of small quantities of 
fluid. After a sufficient amount of the 
ether solution has been given to induce an- 
esthesia, the ether solution is shut off by 
means of a clamp, while the physiological 
salt solution is allowed ‘to flow slowly, until 
the return of the reflexes indicates that 
more ether is needed. Then the salt solu- 
tion tube is closed and the ether tube 
opened. 

The stage of tolerance, which permits 
the operation to be begun, generally sets in 
after ten minutes, in very weak patients 
often after four or five minutes, when 100 
to 300 grammes of fluid, corresponding to 
4 to 15 grammes ether, has been given. In 
some cases this takes place after 114 to 2 
minutes. In only one case did the severity 
of the stage of excitement make it impos- 
sible to continue the intravenous anesthesia. 
In three other cases of very excitable men 
or drinkers, a small amount of chloroform 
was given and then the intravenous anes- 
thesia continued without interruption. 

At the beginning of the clinical tests 
there was slight cyanosis twice, and once 
asphyxia which demanded artificial respi- 
ration. Probably from lack of experience 
too much ether was given in a unit of 
time. Cyanosis stopped immediately after 
the ether solution was cut off. The longest 
duration of an intravenous anesthesia was 
in a man in extremely poor condition with a 
carcinoma of the cardia. Within 140 min- 
utes 1700 Cc. of the ether solution, or 85 
gm. of ether, were given, and the patient 
recovered. To hasten the beginning of an- 
esthesia, especially in drinkers and strong 
individuals, veronal, hedonal, and isopral 
have been used. Since October, 1912, the 


combined method has been used exclusively 
and has been employed in 80 cases. A third 
glass cylinder is added which is filled with 
sterilized isopral solution. The isopral is 
used in a concentration of one to one and 
one-half per cent in Ringer’s solution. 
About twenty-four hours are necessary for 
solution, as it can only be heated to 
30°. Slow administration of the isopral so- 
lution, not more than 100 gms. in five min- 
utes, is important. If given too quickly or 
in too great quantity, asphyxia or cyanosis 
may occur, which disappears as soon as the 
solution is stopped. 





FASCIA AS A SUBSTITUTE FOR DURAL 
DEFECTS. 

LawrorF (Beitrige zur klinischen Chir- 
urgie, Bd. 89, Heft. 2-3, 1914) after re- 
viewing 73 cases, including four from his 
own hospital, in which fascia was used as 
a substitute for dura in dural defects, con- 
cludes that it is exceedingly well adapted to 
this purpose. The fascia heals in quickly 
without causing any reaction. It does ex- 
cellent service in hermetically sealing the 
opening, preventing the outflow of cere- 
brospinal fluid or the ingress of bacteria. 
It prevents prolapse of the brain, but does 
not control overgrowth of brain tissue. 





CHRONIC SUBDURAL HEMORRHAGE. 


In a careful study of this subject TRoTTER 
(British Medical Journal, October, 1914) 
concludes that internal hemorrhagic pachy- 
meningitis is a term which involves an un- 
justified hypothesis, and should be discarded 
in favor of some such term as chronic sub- 
dural hemorrhage. 

Apart from certain cases occurring in 
diseases which cause a strong tendency to 
spontaneous hemorrhage, and, possibly, in- 
cluding them, hemorrhagic pachymeningitis 
is almost if not quite invariably a true trau- 
matic hemorrhage coming from the veins 
torn in their course between the brain and 
a dural sinus. 

Hemorrhagic pachymeningitis, being a 
purely traumatic lesion without an under- 
lying basis of disease, should always be 




















ROCA _ samme ttm 




















dealt with surgically, and with the expec- 
tation of a successful immediate and 
remote result if the treatment is carried out 
early. 

The variable and apparently capricious 
clinical course of such chronic hemor- 
rhages, far from rendering diagnosis ex- 
ceptionally difficult, is capable of exact 
interpretation in accordance with the prin- 
ciples of cerebral pathology, and constitutes 
a clinical type at once well marked and 
characteristic. 

The treatment of chronic and subdural 
hemorrhage presents no technical difficulties. 

If the lesion is unilateral, mere evacua- 
tion through an opening in the temporal 
fossa is all that is necessary. The writer 
has used an osteoplastic bone flap, but as 
the opening need not be more’ than 1% 
inches square this is not really necessary. 
If the brain expands well, drainage is not 
indispensable or desirable; if the brain is 
very slow to expand, it is perhaps safer, 
though not essential, to use a drain for 
twenty-four hours. In the case in which a 
bone flap was used, almost the whole of 
the cyst wall was removed. This does not 
seem to be necessary as a general rule, and 
it is certainly not desirable to make a bone 
flap for that purpose only, especially if a 
bilateral exploration is to be done. 

In both the reported bilateral cases an 
interval was allowed to elapse before the 
second side was opened—in one case the 
interval was twenty-four hours, in the 
other four days. The writer is convinced 
that this is a mistake. It may be no more 
than a coincidence that in each case the 
second hemorrhage operated on was much 
larger than the first; but one cannot help 
suspecting that the evacuation of the first 
hemorrhage led to a sudden large increase 
of the second. It is true that there must 
always be some doubt as to the presence 
of a second hemorrhage; but if there is the 
least suspicion of it, the second exploration 
should invariably be made at once, even 
though the patient’s condition be feeble and 
the surgeon strongly tempted to wait and 
hope that after all the lesion is unilateral 
only. 
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CHRONIC CYSTIC MASTITIS. 


MULLER (Annals of Surgery, November, 
1914) in discussing the treatment of chronic 
cystic mastitis states that Speese has col- 
lected 295 cases in which the diagnosis of 
cystic mastitis was made; the subsequent 
pathological examination revealed carci- 
noma in 15 per cent. In 1910 Dr. Taylor 
reported 26 cases in which the diagnosis of 
chronic cystic mastitis had been made; of 
these 50 per cent showed carcinomatous 
degeneration. Miiller alludes to the state- 
ment from the Johns Hopkins clinic 
that if we remove a mass from the breast 
which upon microscopic examination turns 
out to be carcinoma, the patient will almost 
inevitably die within the three-year limit 
even though the secondary complete opera- 
tion is performed a few days later. On the 
other hand, Judd from his experience with 
218 cases reports that in 211 a conserva- 
tive operation was performed, and in none 
of the cases was there found evidence of 
malignant degeneration. In the remaining 
seven cases of doubtful malignancy the 
radical operation was performed. It was 
not stated in Judd’s report whether this 
examination was made from frozen section 
at the time of operation or whether it was 
made later, but both Judd and MacCarty 
state that in the experience of the Mayo 
clinic the removal of the mammary gland 
preceding an immediate radical operation 
has not been associated with earlier recur- 
rence than has been found after a primary 
radical operation. 

In the discussion before the Academy of 
Surgery in 1910, Dr. Taylor stated that, as 
a rule, he would remove the whole gland 
in a case of carcinoma except that the 
muscle is allowed to remain unless the tis- 
sues of the breast appear macroscopically 
uncertain. Gibbon would practice complete 
removal only when the disease had existed 
for a long time, where there were multiple 
cysts, or where there was recurrence after 
operation. Ross removed the gland sub- 
cutaneously, and Rodman was partial to 
Warren’s operation if there were a compe- 
tent pathologist at hand to make a frozen- 
section report. The plan of treatment 
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recently suggested by MacCarty deserves 
consideration. He believes that in the 
doubtful cases in women near or over 
thirty-six years of age, they should have 
the entire mammary gland removed for 
immediate examination. If primary or 
secondary hyperplasia be present nothing 
more should be done; if tertiary hyperplasia 
be present a radical operation should be 
performed. In doubtful patients near or 
under thirty-five years of age a wide section 
of the gland should be removed, and if 
primary hyperplasia be present nothing 
more should be done; if secondary hyper- 
plasia be present the remainder of the 
gland should be removed, and if tertiary 
hyperplasia be present the radical operation 
should be performed. Judd slightly varies 
this procedure and advises, in women under 
twenty-seven years of age, partial excision 
preferably by the Warren method; in those 
between thirty and forty years he believes 
that the radical operation is the surest 
method, but prefers for cosmetic reasons to 
practice partial excision and to abide by 
the decision of the pathologist, doing a 
radical operation at the time if necessary. 
In patients between the ages of forty and 
sixty a radical operation should be per- 
formed, but the muscle need not be removed 
in definite benign conditions. 

In Miller’s own series of cases, resection 
of a portion of the gland was performed 
seven times ; in one of these the breast was 
completely amputated and the axilla dis- 
sected out because of apparent recurrence 
two months later; no microscopic evidence 
of carcinoma, however, was found in either 
specimen, but unfortunately the patient had 
not been traced. In a second case the 
resection was followed two and a half years 
later by a subcutaneous excision of the en- 
tire breast for apparent recurrence. This 
patient returned a little later for a similar 
condition in the opposite breast, which was 
also excised subcutaneously. She reports 
herself at the present time as being entirely 
well, and, curiously, on January 31, 1914, 
gave birth to a daughter, at which time the 
tissues over the chest were tender and 
there was a slight discharge from the 
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nipple. Excision of the breast was per- 
formed in the remaining eleven cases, in 
one being accompanied by a dissection of 
the axilla, and in another a radical opera- 
tion was done two years after the excision. 
Both these cases have been traced and are 
perfectly well. One patient, who had both 
breasts operated on with a complete ampu- 
tation on one side and a_ subcutaneous 
excision on the other, much prefers the for- 
mer operation, stating that the remaining 
nipple is quite tender. 





STERILIZATION OF RECENT SYPHILIS 
WITH SALVARSAN. 

LareppdE (Miinch. Med. Woch., quoted 
in Urologic and Cutaneous Review, Sep- 
tember, 1914) advocates the following prin- 
ciples : 

The treatment of syphilis must be inau- 
gurated as early as possible. Sterilization 
is much more difficult the older the infec- 
tion. This is specially true after the ap- 
pearance of the secondary stage. It is prob- 
able that sterilization can be procured reg- 
ularly during the first few months. 

The treatment must be thorough and en- 
ergetic. Salvarsan should be used in nor- 
mal dosage (0.01 pro kilog. of 606 or 0.015 
of 914). Larger doses may be used up to 
1.2 and 1.5 neosalvarsan in individuals of 
60 kilog. weight, in whom organs, heart, 
kidneys and liver, are normal, and in whom 
the excretion of arsenic is normal. 

These normal and larger doses are not of 
themselves dangerous, but should not be 
used at the beginning of the treatment. 
Most of the lethal cases following the in- 
jection of salvarsan always occurred after 
the first or second injection and generally 
after high doses. A few times death has 
occurred after using small doses, but these 
fatalities were due to the presence of nerve 
lesions or to Herxheimer’s reaction. To 
prevent death from Herxheimer’s reaction 
and intoxications due to abnormal heart, 
kidney, and liver, it is absolutely necessary 
in every case without exception to begin 
with small doses (0.5 salvarsan and very 
small 0.10 neosalvarsan), especially in 
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cases of tabes and paralysis, as there may 
be a latent meningitis present. The second 
dose, the most dangerous, should be ad- 
ministered in not less than eight days and 
in a not much larger dosage. To follow up 
the treatment of syphilis with small doses 
of salvarsan when larger dosage can be 
safely given, means in the majority of cases 
to condemn the patient as incurable. 

The treatment should be protracted. 
Since the interval between the salvarsan 
series has been reduced from eight weeks to 
three weeks the serological curves do not 
show any fluctuations—i.e., the negative 
Wassermann does not become positive. 

Treatment should be supervised. The 
unsuccessful cases are almost always due 
to a careless supervision. The treatment 
must be continued as long as the presence 
of spirochztz can be demonstrated, and if 
the treatment is discontinued the patient 
should be kept under supervision. 

Control methods. The Wassermann and 
improved Hecht-Weinberg are to be made 
at the beginning of each series and in the 
longer series of seven to ten injections, 
every two or three weeks. 

Lumbar puncture is made as soon as 
seroreactions are negative and if there is 
any change in liquor—.e., albumen globulin 
or lymphocytosis—the treatment must be 
continued. The patient must still be kept 
under careful observation even if sero- 
reaction or lumbar punctures are negative. 





THE TREATMENT OF MALIGNANT TU- 
MORS BY RADIUM. 

SPARMANN (Annals of Surgery, Novem- 
ber, 1914) contributes a paper of great 
value based on an experience obtained in 
von Eiselsberg’s clinic covering 52 cases of 
malignant inoperable growths, carcinoma- 
tous and sarcomatous. At first big doses 
were given, up to 11,000 mg. at a time; 
later 1200 to 2000 mg. for one dose. This 
because the strong doses destroyed the 
healthy tissues far beyond the limits of 
disease in too short a time. The cases were 
divided into two series, the first of which 
received preventive and the second curative 
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treatment. Of six treated in the first way, 
only one has remained free from recur- 
rence. 

Among all the cases treated curatively 
as well as preventively, only 11 have re- 
mained free from tumors up to this time. 
Of these, seven treated curatively, were five 
cases of epithelioma cutis (basal zellen- 
care.). One was a case of carcinoma lin- 
guz, one a case of metastasis in the lymph- 
glands after sarcoma axille. Of the four 
treated preventively, three cases were carci- 
noma of the mucous membrane of the 
mouth, one sarcoma orbite. In six cases 
they noted improvement, 14 were aggra- 
vated, and in five no effect could be seen 
during the period of treatment. Seventeen 
died. Of these 17 cases 11 died of tumor, 
mostly of cachexia, one from hemorrhage, 
two of meningitis, one of old age, one of 
diabetes, and one of mediastinitis. 

From the above-mentioned results it is 
seen that radium is not a panacea for malig- 
nant tumors. Not only does it not always 
help, but it often even injures patients as 
well in regard to the local lesions as by its 
harmful effect upon the general condition, 
manifested by tachycardia with a pulse-rate 
up to 120 and 140, dizziness, weakness, and 
vomiting. The latter has been observed 
especially after irradiation of the neck, 
probably due to irritation of the vagus. 
The local ill effect is especially marked in 
that the healthy tissues are so badly injured 
that we cannot prevent their further de- 
struction. There is furthermore a great 
danger of causing a hemorrhage or perfor- 
ating a hollow organ, such as the intestines. 
There were 11 hemorrhages among their 
cases, one of them lethal. Another case 
died of mediastinitis. 

There is no such thing as elective effect. 
The tumor cell was not more easily de- 
stroyed because of the specific action of the 
radium itself, but, being a degenerated cell, 
it is more susceptible to the effect of any 
trauma. There has been observed only a 
greater susceptibility of the epithelium in 
contrast to the fibrous tissue. 

As far as histological changes are con- 
cerned, Sparmann states that there is no 
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specific change in the tissues to be seen by 
radium irradiation. All we see is necrosis 
and subsequent scar-formation, such as 
could be formed spontaneously in any 
tumor tissue. 

Radium has only a local effect, therefore 
it can never take the place of an operation 
by which we can reach as far as possible 
all parts of tumor dissemination, as by the 
Wertheim operation for cancer of the uterus, 
or by the operation for cancer of the breast 
with removal of the lymphatic glands. In 
certain cases during the treatment meta- 
static foci have been formed in lymphatic 
glands. 

The indication for treatment by radium 
in the case of a growth which has attacked 
a vital organ must be the same as for an 
operation. 

The hopes, therefore, placed in radium 
as a new and successful means in the treat- 
ment of malignant tumors have not been 
realized. Moreover, the number of cases 
in which one might have recourse to radium 
therapeutics shrinks constantly as experi- 
ence progresses. 





RESECTION OF THE POSTERIOR SPI- 
NAL NERVE ROOTS. 


In a contribution by various authors on 


_ this subject (British Medical Journal, Octo- 


ber, 1914), WaucGuH, writing on spastic 
paralysis, holds that the procedure is only 
admissible in a small group of selected cases 
for the relief of spasm only. In Foerster’s 
own words at the British Medical Associa- 
tion meeting of 1913, it is suitable “to sta- 
tionary or very slowly progressive cases in 
which the voluntary activity is still con- 
served to a certain degree.” 

It is not capable of replacing other meth- 
ods of treatment, but may be an auxiliary 
method of value. Other methods of treat- 
ment must be continued subsequent to 
operation, and above all, education in the 
performance of voluntary movements. Such 
education does not merely consist in telling 
the child to walk, but in the frequent and 
deliberate repetition of chosen movements 
until improvement occurs. Many failures 


can be attributed to the imperfect system 
of reéducation that is adopted. The mor- 
tality is high, but can probably be reduced 
by experience and elaboration of teclinical 
details. Failures to relieve spasm may be 
due to difficulties in carrying out the pro- 
cedure, depending upon anatomical ano- 
malies, and not due to an essential failure 
in principle. 

Sargent thus describes his technique: 
The opening into the spinal canal entails 
the removal of the last thoracic and first 
two lumbar neural arches, the eleventh 
thoracic spine and a portion of the third 
lumbar arch having also been removed in 
one or two instances. This Sargent found 
to afford ample space. The nerve section 
has been made at about half an inch from 
the point of emergence of the rootlets from 
the cord, and he has usually excised a por- 
tion of the roots distal to the section, in 
order to leave the operative field tidy, and 
also to render regeneration more difficult. 
The operation has been conducted under a 
continuous stream of saline solution at 115° 
F., and hemorrhage has never given the 
least trouble. No other hemostatic has 
been employed or has appeared desirable. 
The total loss of blood during the operation 
is small. A continuous suture of fine silk 
for closing the theca is usually employed, 
and has never been followed by any leak- 
age of cerebrospinal fluid. The only part 
of the operation which has presented any 
difficulty lies in the identification of the 
individual roots, nor has it been found 
possible to distinguish them with any degree 
of precision. The twelfth thoracic root 
can readily be identified at its point of 
egress from the spinal canal by following 
the lower border of the last rib back to its 
attachment to the vertebral column; by 
counting downwards from the last thoracic 
root, the lumbar and sacral nerves can be 
approximately identified; but Sargent has 


_ not been able to satisfy himself that this 


can be accomplished with certainty. It 
does not appear, however, that this is a 
matter of any great importance, as the 
results of division of alternate bundles, 
irrespective of their exact segmental num- 
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ber, are indistinguishable from those ob- 
tained after the most painstaking attempts 
at identification. This method of procedure 
possesses the advantage, of simplifying and 
shortening the operation. 

Shock, as already observed, has with a 
single exception been trifling. Pain referred 
to the legs, however, has evidently been 
severe, lasting from twenty-four to forty- 
eight hours. No sphincter trouble has been 
observed in any of the cases, but this is a 
point naturally difficult to decide upon in 
young children. The degree of flaccidity 
which is present immediately after the 
operation has in each of these cases been 
greater than that observed a few weeks 
later.. If, therefore, any spasticity remains 
during the first few days, it is probable 
that sufficient roots have not been divided. 

Unless appropriate after-treatment is 
assiduously and intelligently carried out, 
the operation is not likely to be of any 
benefit. The abolition or reduction of spas- 
ticity by operation should be regarded 
merely as a preliminary step, and as soon 
as the disability caused by involuntary over- 
action of the muscles has been removed, 
the patient must be taught how best to 
utilize such power of voluntary action as 
those muscles possess. In many cases old- 
standing postural deformities will have to 
be corrected; tendons and ligaments may 
need division; whilst splinting and manipu- 
lation of joints are sometimes required. 
The degree of voluntary power in the 
affected muscles which is revealed when 
their spasticity has been abolished varies 
greatly, and naturally influences the kind 
of after-treatment required. Where the 
power is good, the educational exercises 
can be instituted almost at once, and a child 
soon learns to walk. But in other cases 
some kind of supporting apparatus is 
necessary, and the patient must be taught 
to walk with its assistance. 

For the relief of gastric crises in tabes 
dorsalis the case reports show somewhat 
conflicting results, but on the whole they 
are favorable. 

In summarizing and criticizing a collec- 


tion of most interesting case reports 


Groves notes that among the failures there 
is no mention of any case being made worse 
by the operation. He calls attention to the 
suggestion that all cases should be tested 
by a preliminary intrathecal injection of 
novocaine or stovaine, such as would be 
used for spinal anesthesia. This sugges- 
tion is an excellent one, provided that its 
results be properly interpreted. Thus 
spinal anesthesia temporarily renders func- 
tionless the posterior roots, but in three 
important respects the condition is different 
from that which would exist a few months 
after the division of about two-thirds of all 
the lumbar and sacral roots. In the first 
place all the lower roots, as well as many 
of the dorsal ones, are thrown out of play, 
and this will, of course, be unlike the resec- 
tion operation. Then there is considerable 
affection of the anterior roots; for patients 
with no nerve disease, under ordinary 
spinal anesthesia, certainly have partial or 
complete loss of motor function as long as 
the anesthesia continues. And lastly, cut- 
ting off the sensory paths to the cord 
always produces a much greater flaccidity 
of the muscles at first than is the case later. 
That is to say, after anesthetizing the roots, 
the patient’s condition will resemble that 
which may be expected on the day after the 
operation, and not that which will persist 
permanently. 

The chief value of the spinal anesthetic 
lies in determining how much deformity is 
due to spasm and how much to contracture. 
The former will be remedied to a large 
extent by root resection, the latter not 
at all. 

As to the cases of spastic paralysis of 
spinal origin, the author reports four with 
no deaths, and satisfactory relief of painful 
spasm and restoration of ability to walk in 
only one. The operation will thus certainly 
cure painful spasm, but will not restore any 
degenerated nerves. It is useless in pro- 
gressive diseases such as multiple sclerosis. 

As to the gastric crises of tabes, Foerster 
lays down the following principles: There 
are two forms of disordered nerve function 
causing gastric crises: (1) Vagal; (2) sym- 
pathetic. In the former there is marked 








144 THE THERAPEUTIC GAZETTE. 


nausea, and little or no pain or hyperes- 
thesia. The proposal of Exner to divide 
the vagi at the esophageal end of the stom- 
ach has not been followed by a degree of 
success which justifies its adoption, for this 
causes motor paralysis of the stomach. 
Foerster has proposed, and with Tietze car- 
ried it out in one case, a more ambitious 
proceeding, viz., the division of the sensory 
roots of the vagus at their origin from the 
medulla, leaving the motor roots intact. 
Unfortunately the patient died. In gastric 
crises of sympathetic origin there is severe 
pain, not much nausea, and marked cutane- 
ous hyperesthesia over the upper abdomen. 
This is the common type of case, and for 
it Foerster would divide the posterior roots 
from D5 to 12 on both sides. It would 
seem wise to follow this suggestion if the 
operation is to be done, because it involves 
very little exposure of the cord beyond that 
caused by a limited division, and has no 
ill effects per se. 

It is probable that severe cases of gastric 
crises, like that other late manifestation of 
syphilis, viz., external aneurism, will be- 
come rare in this country; but when such 
do occur and have resisted medical treat- 
ment, it seems clear that the nerve resection 
offers a good chance of enduring relief. 

Concerning the general aspects of the 
operation in the 58 completed operations 
there were six deaths, which corresponds 
very closely to the 26 deaths in 267 cases 
collected by Foerster, giving an approxi- 
mate mortality of 10 per cent. But an ex- 
amination of the six cases shows pretty 
clearly the reason of this high mortality, 
and gives some indication how it may be 
reduced. 

All the deaths were due to shock or to 
septic meningitis. It is unnecessary to re- 
move more than the upper two lumbar 
lamine, together with the last two dorsal, 
for any root resection in the lumbosacral 
region. This question turns upon the possi- 
bility of identifying the roots at their 
emergence from the cord, instead of deal- 
ing with them at their exit from the spinal 
canal. Clearly, if an exposure of the conus 
medullaris is sufficient, then the operation 


will be of far less gravity than if the whole 
cauda equina has to be exposed by a 
removal of all the lumbar and some of the 
sacral laminz. 

Another point in favor of this procedure 
is not illustrated in this series of cases; but 
in several of the foreign fatalities menin- 
gitis appears to have been caused by an 
infection of the incision over the sacrum 
by urine. This is much less likely to occur 
if the incision does not go below the middle 
of the lumbar region. 

As to the identification of roots of the 
brachial plexus, a hemilaminectomy of the 
C5, 6, 7, and D1 is sufficient to expose the 
roots from C5 to D2. 

In the dorsal region, the fourth spine is 
the landmark for the origin of the sixth 
dorsal nerve or the eighth spine for the 


. eleventh, and enumeration is easy, as the 


roots are quite separate. It is in the lumbo- 
sacral region that there is real difficulty. 
In the first place there has not yet been 
published among upward of two hundred 
cases of this operation any evidence to show 
that, provided every third nerve is spared, 
there results any functional disturbance of 
sensation or motion. Ataxia and loss of 
sensation only accompany a division of 
three or more consecutive roots, and usually 
only when five are divided next to one 
another. Therefore there is no overwhelm- 
ing importance in knowing exactly which 
of the lumbosacral roots are divided, pro- 
vided a third of the rootlets be preserved, 
and not more than a consecutive two-thirds 
be removed on each side. But nevertheless 
it is, he believes, quite possible to distin- 
guish the first lumbar and the third lumbar 
and the third sacral without any doubt. 
The first lumbar nerve is given off opposite 
the bifurcated lower extremity of the denti- 
culate ligament. The third sacral is the 
lowest nerve of considerable size. The 
differentiation of the posterior from the 
anterior roots is made easy if the filium 
terminale be lifted up by a fine silk liga- 
ture, and a bent probe is then passed under 
all the posterior roots from $3 up to Il. In 
this way all the nerves can be identified 
approximately, and cut as required. 





























There can be no doubt as to the value of 
adrenalin in checking hemorrhage. And if, 
according to Crile’s principles, novocaine 
be also freely used (1 grain of novocaine, 
4 drachm of 1:1000 adrenalin solution to 
each ounce of water), there will result a 
great diminution of the chief elements of 
shock, viz., bleeding and nerve stimulation. 
As regards purely local, 1.e., spinal, anes- 
thesia, although this has been widely used 
it has not commended itself to the majority 
of operators. If Crile’s theory of the 
psychical element of shock has any truth 
at all, it must be a most alarming and 
harmful experience for a child to have a 
number of laminze sawn away from his 
spine whilst he is fully conscious. 

The writer knows of no-surgical opera- 
tion in which the use of the intratracheal 
apparatus gives greater satisfaction than in 
that of laminectomy. Instead of having an 
anxious, troubled time in which the breath- 
ing is often embarrassed and the patient 
all the time fighting for life, as is the case 
in ordinary anesthesia given in the prone 
position, the intratracheal method gives a 
perfectly quiet and easy anesthesia, under 
absolute control, the patient is never 
cyanosed, and he suffers very little shock. 

It is a noteworthy fact that, contrary to 
what might have been expected, there are 
few undesirable effects resulting from the 
operation. A loss of sensation is of no 
importance in the thoracic and upper ab- 
dominal regions, and neither of these phe- 
nomena occurs in the legs unless three or 
more consecutive roots have been divided 
on the same side. Trophic disturbances of 
the skin and joints have never been noted. 
The writer has recorded one remarkable 
instance of spontaneous fracture, which 
was doubtless due to the absolute analgesia 
which had been established in this patient. 
Her condition after section of L4, 5, S1, 2, 
3 was one of extreme ataxia, and the pro- 
duction of a spontaneous fracture in such 
a condition would go far to prove that the 
fractures of tabetics may be due to inco- 
ordination and anesthesia rather than to 
any trophic change in the bones. 
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OINTMENTS: THEIR THERAPEUTIC 
VALUE AND THEIR ABUSE. 

In a somewhat critical paper on this 
subject, GaLLoway (Practitioner, Decem- 
ber, 1914) notes that recently prepared lard 
is a very satisfactory basis, especially when 
it is desired that the ointment should soak 
into the skin. The tendency to become ran- 
cid is an objection. Lanolin possesses the 
great advantage of taking large quantities 
of water, so that it can be made the base of 
many water-containing creams. To make 
an agreeable preparation the lanolin must 
be combined with soft paraffin or even with 
liquid paraffin. 

Vegetable oils are of much value in the 
preparation of satisfactory ointments. Al- 
mond oil is probably the most satisfactory, 
but olive oil, linseed, cottonseed oil, oil of 
sesame, cacao-butter, and many others are 
of great service. These ointments are hard- 
ened with the addition of spermaceti or 
wax. 

Mineral oils have to a large extent super- 
seded the animal and vegetable fats, and 
often with advantage. They do not decom- 
pose, may be obtained of almost any con- 
sistency, mix well with most other fat sub- 
stances, and take up a considerable propor- 
tion of water. They do not form soaps, but 
emulsify with difficulty. They are not so 
readily absorbed by the skin as animal fats 
and have no value as nutrient substances. 

The third group of materials, useful in 
the formation of ointments, includes glycer- 
in, gums, and starch. These substances are 
often used in combination and may be min- 
gled with the fats and oils of the other two 
groups, helping to keep medicaments in 
suspension, especially when mixed with 
water and in the form of glycerin. The 
glycerin of tragacanth and its modifica- 
tions form thé basis of the majority of the 
so-called non-greasy toilet preparations 
often called creams. The substances and 
preparations named have two main uses: 
first, as protective and emollient applica- 
tions to the skin; second, as means for the 
application of useful drugs to the surface. 
In the treatment of impetigo the caution is 
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given against spreading the ointment of 
choice, that of ammoniated mercury, widely 
and freely over surfaces since thus the dis- 
ease may spread. The crust should be soft- 
ened by means of the emollient antiseptic 
compress steeped with a glycerin of starch 
and boric acid. Ammoniated mercurial 
ointment should then be applied as accu- 
rately as possible to the raw surface so as 
not to irritate and macerate the surrounding 
skin, the latter being protected by an anti- 
septic dusting powder. 

A dusting powder may be made of a puri- 
fied silicious earth, such as cimolite, 60 
parts; zinc oxide, 20 parts; boric acid, 20 
parts. Strong mercurial preparations are 
inadvisable since they are apt to parch and 
irritate the skin, and the surface, irritated 
by the chemical action of the mercury, 
is very prone to infection by pus-forming 
organisms. Indeed the surrounding skin 
should be protected even when the boric 
acid ointment is used. 

Probably ointments have been more 
abused in the treatment of eczema than in 
any other group of cutaneous diseases. It 
may be said, as a general rule, that oint- 
ments irritate most cases of acute eczema, 
and should not be used, except with very 
definite care and precaution, in any case 
while serous exudation is still oozing from 
the surface. In the subacute and chronic 
and scaling stages ointments have great 
value. Little harm would result if no other 
ointments were used in such cases than 
well-made cold creams, the unguentum 
zinci, and the unguentum acidi borici, alone, 
or combined in varying quantities. The 
ointment to be applied to the inflamed sur- 
face, which has recently stopped oozing, 
may contain equal parts of zinc and boric 
acid ointments; the surrounding surface, 
and to some extent the ointment as well, 
should then be powdered with a dusting 
powder free of starch or organic constitu- 
ents, and containing only cimolite, zinc ox- 
ide, and possibly boric acid in different 
proportions. The so-called sandwich 
dressing is made up by spreading the oint- 
ment of proper consistence and in sufficient 
amount on a piece of soft or firm linen or 
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cotton cloth. Over the ointment is then 
spread a layer of soft linen or gauze. The 
dressing so arranged can be kept rolled up, 
and cut as required into various shapes or 
used as a bandage to apply to the inflamed 
surface. The ointment must be of such 
consistence as to ooze through the gauze, 
which is next the skin, in sufficient quan- 
tity to prevent the least sticking of the 
dressing to the surface. In cold weather 
the addition to the ointment of a little par- 
affinum liquidum, or even of a few drops 
of glycerin and water, thoroughly mixed, 
will produce the desired consistence. The 
dressing should be cut so as to avoid soft- 
ening the healthy skin, which should be 
powdered in the way already mentioned. 

In psoriasis chrysarobin is one of the 
most valuable applications. Success fol- 
lows removing the crust gently by means 
of baths or emollient preparations, and then 
applying the remedy with gentle friction. 
Thus, an ointment containing chrysarobin 
10 grains, salicylic acid 10 grains, soft par- 
affin to an ounce, may be taken as one of 
moderate strength. 

The application should be so gentle as 
to produce no appreciable inflammatory re- 
action for several days. The effect to be 
aimed at is that a slight halo of congestion 
should occur round the affected spots at 
the end of a week. 

Oil of cade is less irritating than glycerin 
and should be applied when psoriasis af- 
fects the axilla, the face, the neck, or the 
genitals. Prescriptions which represent the 
best that can be found in the most adver- 
tised skin foods are as follows: 

Adipis lane hydrosi, 5j; 
Paraffini liquidi, 51j ; 
Vanillin, gr. 4; 

Otto ros, min. j; 
Aque rose, Siv. 


Another satisfactory prescription is as 
follows: 


Soft paraffin, 8 parts; 
Anhydrous lanolin, 3 parts; 
Boric acid, 6 parts; 

Water, 6 parts. 


With perfume as required. 


Many of the creams contain small quan- 


























tities of soap, which helps to make a more 
elegant preparation—less wet and _ less 
greasy to touch. If properly used, not much 
harm is done by the addition of a soap, but 
some are very saponaceous, and are there- 
fore not emollient. One of the most popu- 
lar skin creams is made in accordance with 
the following formula: 

Perfume lily-of-the-valley, 1 drop; 

Zinc oxide, 60 grains; 

Lanolin and vaselin, each 105 grains; 

Glycerin amyli, 210 grains. 

Dispense in a collapsible tube. 





ANOCIASSOCIATION. 


PANNETT (British Journal of Surgery, 
October, 1914) concludes as follows, after 
a very fair discussion of Crile’s method: 

Afferent impulses set up by incision of 
the abdominal wall in the linea alba can be 
prevented from reaching the nerve centers 
by local infiltration with novocaine as rec- 
ommended by Crile. 

When the incision is not in the middle 
line, these impulses can be blocked only by 
anesthetizing the nerve trunks as well as 
employing local infiltration to render the 
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nerve-endings insensitive. This procedure 
may necessitate the waiting of some min- 
utes between the injection of the anesthetic 
and the severance of each layer. If peri- 
neural injections are employed, one-per- 
cent novocaine must be used. 

Afferent impulses resulting from manipu- 
lation of the viscera have in general a more 
pronounced effect upon the vasomotor 
center than those resulting from the open- 
ing of the abdomen and the retraction of 


-the edges of the wound. 


To bring about a condition of anoci- 
association of the nerve centers, it is as 
essential to cut off impulses ascending from 
the viscera as it is to block those coming 
from the abdominal wall. 

Afferent impulses set up by manipulation 
of the stomach, intestine, and the attach- 
ments of these viscera, may be blocked by 
local anesthetization of these attachments. 

The tone of the abdominal muscles is in- 
creased by the manipulation of the viscera 
or by dragging upon the parietal perito- 
neum. 

This reflex rigidity can be eliminated by 
locally anesthetizing the abdominal wall and 
by blocking impulses from the viscera. 
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THE THERAPEUTICS OF THE CIRCULATION. By Sir 
Lauder Brunton, M.D., D.S., LL.D., F.R.C.P., 
F.R.S. Second Edition. Illustrated. Paul B. 
Hoeber, New York, 1914. Price $2.50. 


Thirty years ago one of the most popu- 
lar works in medical literature was “Clin- 
ical Therapeutics” by J. Milner Fothergill. 
During most of the last thirty years Sir 
Lauder Brunton’s contributions have been 
equally popular in the clinical profession. 
Above all other writers in the English 
language he has served well in the art of 
linking together, in an interesting manner, 
physiological facts to bedside observation. 
It is not surprising, therefore, that this 
little book, which appeared in 1905, and 
which is an amplification of eight lectures 
delivered in that year, should have come 
to a second edition. Its dedication to Hugo 


Kronecker, Professor in Physiology in 
Berne, is a sad reminder of the fact that 
this distinguished investigator and early 
colaborer with Sir Lauder Brunton has 
passed away. 

There are nineteen chapters. The open- 
ing pages of the book deal with historical 
and important physiological facts. He then 
considers the Examination of the Circu- 
lation, its Pathology, Symptoms, and the 
Disorders of the Circulation, Organic Dis- 
ease of the Heart and its Treatment, the 
Action of Cardiovascular Remedies, and 
the Treatment of Symptoms due to Func- 
tional Disorders. There are 111 illustra- 
tions. The book is as full of interest as 
possible and reveals not only the knowledge 
of the author in physiology and medicine, 
but in therapeutics as well. 
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DIFFERENTIAL DraGNosis. Volume II. Presented 
Through an Analysis of 317 Cases. By Richard 
C. Cabot, M.D. Illustrated. W. B. Saunders 
Company, Philadelphia, 1914. Price $5.50. 

As already indicated, this is the second 
volume of a work entitled “Differential 
Diagnosis” in which Dr. Cabot by repre- 
senting a series of cases endeavors to pre- 
sent the field of diagnosis to his fellow prac- 
titioners in a manner which is akin to that 
met with in practice. A number of his 
fellow citizens have prepared other books 
on the same design, and all of their books, 
not excepting by any means Dr. Cabot’s 
first volume, seem to have been highly suc- 
cessful. The advantage in the method is 
that the physician feels that he is getting a 
description of a patient who is actually ill. 
The disadvantage in the method is that no 
patient, or, indeed, no series of patients, 
presents all of the symptoms which are 
characteristic of any one disease. It is 
manifest, therefore, that a book of this 
kind is of far greater value to the graduate 
practitioner than to the undergraduate, who 
still must employ a text-book in order that 
he may have before him the complete pic- 
ture of a given disease. The illustrations 
in this volume are evidently not taken from 
actual subjects under consideration, but are 
photoengravings of the surface of an ordi- 
nary individual .upon which tracings and 
letterings are placed to indicate the site of 
disease. In a few instances the actual pic- 
tures of the patient himself are given. A 
characteristic of the volume is that the au- 
thor adheres to a method which is becom- 
ing characteristic of his contributions, 
namely, that of stating statistical facts and 
illustrating these by diagrams. Statistics 
have their value, of course, but, as is well 
known, they have an enormous factor of 
error; a factor which is maintained even 
when thousands of cases are considered. 

To provide a diagram under the heading 
of “Swollen Face,” which shows that this 
was present in 506 cases of chronic nephri- 
tis, 301 cases of acute nephritis, 168 cases 
of erysipelas, 64 cases of mumps, 39 cases 
of trichiniasis, 34 cases of whooping-cough, 
27 cases of myxedema, and 3 of tumor of 
the mediastinum, and to begin the diagram 


with red letters to the effect that a swollen 
face was met with in morning debility, after 
an alcoholic debauch, and toothache, “cases 
too many and too vaguely enumerable for 
graphic representation,” seems to us to rep- 
resent very little that is of statistical value. 
So, too, the diagram entitled “Frequent 
Micturition.” Of what possible diagnostic 
use is it to know that this symptom occurred 
in 2378 cases of gonorrheal urethritis and 
in 647 cases of diabetes without any state- 
ment as to the total number of patients 
who were studied? Is a student or practi- 
tioner to suppose that “frequent micturi- 
tion” is a symptom of diabetes only one- 
fourth as frequently as it is in gonorrheal 
urethritis? The fact that “frequent micturi- 
tion” occurred in 539 cases of fibromyxoma 
of the uterus and in 142 cases of malignant 
neoplasm of the bladder has no value in 
aiding a diagnosis on the principle of chance 
of percentage of occurrence. Similar criti- 
cisms could be made on other diagrams of 
this nature, particularly that describing the 
frequency of vertigo, or that which shows 
the various forms of tumor of the liver. 
The colored plate showing erythema no- 
dosum is unusually good. 

What possible value a picture showing a 
remarkable flattening of the back of the 
head has in detailing a case of aortic aneur- 
ism we fail to see. 


Fever. Its Thermotaxis and Metabolism. By 
Isaac Ott, A.M., M.D. Paul B. Hoeber, New 
York, 1914. Price $1.50. 

Dr. Ott is a physiologist who began many 
years ago investigations concerning the 
functions of heat production and heat dis- 
sipation, and he is a recognized authority 
upon this important subject. This little 
volume of 161 pages is made up of three 
lectures delivered before the Sophomore 
Class of the Medico-Chirurgical College of 
Philadelphia. After dealing with the early 
history and study of fever he takes up, in 
Lecture One, the subject of Thermotaxis ; 
in Lecture Two, Thermolysis ; and in Lec- 
ture Three he considers the study of Ma- 
larial Fever and Metabolism. The book is 
one which is useful for reference by those 




















who are particularly interested in the in- 
vestigation of this subject, in that it affords 
them numerous references to important 
contributions and gives a list of authors 
and journals completely covering the sub- 
ject, nevertheless providing the reader with 
most of the facts which he needs, or else 
giving him references which will lead him to 
the other important articles, if he wishes to 
investigate the subject more deeply. Deal- 
ing with a field in which much investigation 
is still needed the volume cannot be ex- 
pected to be complete, and it is probable 
that some physiologists will differ in regard 
to certain points with the author. Never- 
theless, Dr. Ott has done a useful service 
in that he has brought a large amount of 
scattered information within easy reach. 


A TEXxT-BOOK ON MASSAGE AND REMEDIAL GyM- 
nastics. By L. L. Despard. Second Edition. 
Oxford University Press, New York, 1914. 
Price $4.50. 

When the first edition of this book ap- 
peared four years ago we thought it one of 
the best and most useful works devoted to 
this subject which had appeared. The sec- 
ond edition maintains its valuable charac- 
teristics. 

The first 209 pages are devoted solely to 
anatomy and closely resemble the text of 
well-known standard works upon this sub- 
ject. Beginning with page 213 the author 
takes up the Classification and Description 
of Massage, Swedish Movements and 
Remedial Gymnastics, and then considers 
the Treatment of Deformities by means of 
Massage and Gymnastic Movements, after- 
wards considering Functional Disorders of 
the Nervous System, and devoting a num- 
ber of pages to the Description of Bandag- 
ing. The last portion of the book deals 
with Electrical Methods in Conjunction 
with Massage. The author also describes 
the Effects of Massage and Swedish Move- 
ments upon the Circulatory and Respira- 
tory Apparatus, Abdominal Disorders, Con- 
stitutional Disease and Various Forms -of 
Paralysis and Affections of the Joints. As 
there are no less than 201 illustrations in the 
volume it is at once seen that it is copiously 
illustrated. There are 413 pages between 
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its covers. It behooves the physicians to 
make themselves familiar with these rem- 
edial measures other than drugs. The book 
can be cordially recommended to those who 
seek information along these lines. 


Leap Porsoninc. By Sir Thomas Oliver, M.A., 
M.D., M.R.C.P. Paul B. Hoeber, New York, 
1914. Price $2.00. 

Hygienists and toxicologists are familiar 
with Dr. Oliver’s well-known and classical 
work upon “Dangerous Trades.” This vol- 
ume may be considered an amplification of 
what he has to say in his larger book upon 
lead poisoning of the subacute and chronic 
type, a form of poisoning which is more 
frequent than any other, and which often 
misleads the physician because of its aber- 
rant manifestations. Naturally the au- 
thor deals with the manufacturing of lead 
in its various forms, with statistics as to the 
frequency of lead poisoning, with the use of 
lead in manufacturing articles other than 
paint, with the symptomatology of lead 
poisoning and with the treatment of this 
condition. He also deals with measures 
that should be used to prevent workers in 
lead from becoming poisoned by this sub- 
stance. Curiously enough he does not seem 
to be familiar with the important and cele- 
brated cases of chrome-yellow poisoning 
which occurred in Philadelphia some twenty 
years ago, without a description of which 
no book dealing with this important subject 
can be considered complete. On the other 
hand, it must not be forgotten that the text 
has been prepared by one who has probably 
paid more attention to this matter from a 
scientific and industrial standpoint than any 
other person in the world, and his views 
are, therefore, to be accepted as most re- 
liable and authoritative. 


Patotay’s CHEMISTRY CHART. By Julius A. Pal- 
otay, M.D., Los Angeles, Cal. 

This is a chart which is compiled from 
standard text-books as a condensed refer- 
ence guide for the use of schools, students, 
teachers, physicians, nurses, etc. The chart 
contains in its first columns the number and 
names of the elements, and this is followed 
by information in other columns as to the 
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atomic weights, valency, state of aggrega- 
tion, physical condition, electro-chemical 
property, melting point, boiling point, spe- 
cific gravity, history, occurrences, physical 
properties, chemical properties, preparation, 
test, chief compounds, and uses. On the 
back of the chart an enormous amount of 
information is condensed from the realms 
of chemistry, physics, anatomy, and physi- 
ology, with information concerning infec- 
tious fevers, analyses of food, solubilities, 
temperature charts, and certain other clini- 
cal information. We have seldom seen one 
sheet of paper, even when it was approxi- 
mately four feet long by three feet wide, 
contain so great an amount of information. 
We imagine that many physicians will be 
glad to have it to hang up for ready refer- 
ence, and that it may be useful in certain 
instances in laboratories to students. 


INTERNATIONAL Cuinics. A Quarterly of Illus- 
trated Clinical Lectures and Original Articles. 
By Henry W. Cattell, A.M., M.D. J. B. Lip- 
pincott Company, Philadelphia, 1914. Price 
$2.00. 

This is volume four of the twenty-fourth 
series of International Clinics and contains 
articles on all the important departments of 
medicine, and in addition two articles on 
Medicolegal matters. It also has a closing 
article upon the subject of Medical Illus- 
tration by Brddel. The first 122 pages are 
taken up with articles dealing with Diag- 
nosis and Treatment. The next 88 pages 
are consumed in articles dealing with In- 
ternal Medicine, and 65 pages are devoted 
to articles which are Surgical in nature. 


ABDOMINAL Surcery. Clinical Lectures. For 
Students and Physicians. By Thorkild Rov- 
sing. Edited by Paul Monroe Pilcher, A.M., 
M.D. Philadelphia and London, J. B. Lippin- 
cott Company, 1914. 

Pilcher has conferred a service in render- 
ing available to the English and American 
student and practitioner Rovsing’s valuable 
studies, based as they are upon powers of 
observation and deduction and set forth 
with a clarity of expression not always 
found combined in the same teacher. Be- 
ginning with a chapter upon the Basis and 
Principles of Clinical Surgery and a few 


succeeding chapters on Antiseptic Methods 
and Anesthetics, the rest of the book is prac- 
tically devoted to surgical affections of the 
esophagus and stomach. To those familiar 
with Rovsing’s writing it is a satisfaction 
to find his singularly clear views on gastrop- 
tosis set forth. The work is a careful study 
by a surgeon since it admirably represents, 
particularly from the European standpoint, 
the last words on the subjects covered in 
the text. 


ABDOMINAL OPERATIONS. By Sir Berkeley Moy- 
nihan, M.S. (London), F.R.C.S. Third Edi- 
tion, Revised. Illustrated. Two volumes. 
W. B. Saunders Company, Philadelphia and 
London, 1914. 

The third edition of Moynihan’s Abdomi- 
nal Operations is called for not only be- 
cause he is, in the broadest acceptance of 
the word, one of the few great surgeons of 
the world, but because he is singularly 
gifted with the power of forcefully and 
vividly expressing his always perfectly clear 
concepts in language so lucid as to convey 
definite pictures to the mind of the reader. 
The first volume has some preliminary ob- 
servations upon the bacteriology of the 
stomach and intestines and the preparations 
necessary in abdominal operations, together 
with after-treatment and complications and 
sequele following such operations. He 
takes up formally abdominal incisions, pene- 
trating wounds, surgical treatment of acute 
peritonitis, tuberculous peritonitis, sub- 
phrenic abscess, and visceral prolapse. 
Thereafter follows a section upon the stom- 
ach, including infection in gunshot wounds, 
and a section on operations upon the intes- 
tines. 

The second volume continues the opera- 
tions upon the intestines and includes opera- 
tions upon the liver, pancreas, and spleen. 
It would be difficult to praise too highly this 
work, representing as it does a masterly 
discussion of world studies on the subjects 
under consideration, with a summarization 
which includes the practical application of 
nearly all which is thoroughly worth while. 
It is probably true that the greater the sur- 
geon the more profit may be derived from 
a careful study of Moynihan’s work. 
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LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





With the close of the year there is still 
nothing of interest to report as regards 
matters purely medical. The meetings held 
by societies are very few, and these are con- 
fined to the showing of cases: nobody seems 
capable of producing any theoretical work 
sufficiently valuable to be communicated at 
these meetings. This is true of both formal 
and informal medical societies. The amount 
of general illness seems to be less than 
usual this year, now that the first ordinary 
catarrhs which ensue at the beginning of 
the winter have been safely passed over, 
and applications for admission into the hos- 
pitals are considerably fewer than in other 
years. This must be attributed to the pres- 
ent political situation, for nobody can claim 
that the weather has been more favorable 
than the average for this same period. It 
could even be contended that it has been 
considerably worse, for we have had very 
few days without rain, and the rise and fall 
of the barometer has been very much more 
sudden than was anticipated, accompanying 
sudden alterations of moisture and tem- 
perature which generally seem to have a 
bad effect on the majority of people. 

The news of the bombardment of the 
Yorkshire coast was received with perfect 
calmness and did not give rise to any scare 
in districts other than those affected. Un- 
doubtedly some of the inhabitants were 
somewhat frightened, but I learn from 
friends that there was no panic, and the 
only result was that a number of unpro- 
tected females became a little nervous and 
left for inland the same day or the day fol- 
lowing. It has, however, had a good effect 
on recruiting, which has increased enor- 
mously in Yorkshire; this result is not 
confined to that county, as all over England, 
and especially in the northern counties, 
recruiting has been brisker than it was dur- 
ing the preceding weeks. This war has a 
very different effect upon the national char- 
acter than was experienced during the Boer 


151 


war. There has not been any evidence of 
general depression when things appeared 
to be going badly, or of any Mafeking when 
a favorable result has been reported. There 
was no hanging out of flags when the 
Germans retreated from the Marne or when 
the German squadron was defeated off the 
coast of South America, nor when the 
Emden was put out of action. In connec- 
tion with this latter incident, I was talking 
with a medical man who had been on duty 
with some of the Australian transports. It 
appears that they were not very far from 
the scene on this occasion, and indeed heard 
some of the firing, but of course steamed 
away from the area of operations as quickly 
as possible. Some of the captured German 
sailors were transferred to his boat and 
produced a good impression as judged from 
their character and general behavior. They 
had apparently anticipated no trouble in 
defeating the Sydney, being of the opinion 
that the officers and men could not have had 
sufficient training and experience to take 
part in a naval battle. The havoc wrought 
by shell fire in the Emden appears to have 
been tremendous, one shell having ac- 
counted for at least sixty of the personnel 
on board, and the whole deck was a dis- 
gusting area of mangled humanity. Prob- 
ably if the Emden had not approached the 
Cocos Island, she would not have been dis- 
covered, and might even be afloat at the 
present time, as she seems to have disap- 
peared for days, and the naval squadron 
had no information as to where she was. 
When cornered by the Sydney she sent out 
a number of bogus wireless messages call- 
ing on other ships to come to her assistance, 
with the object of preventing the attack of 
the Sydney by intimidating her with the 
knowledge that other German men-of-war 
were in the vicinity. 

One of the most remarkable traits of 
character in our soldiers seems to be shown 
by the fact that it is almost impossible to 
obtain any account of their individual en- 
counters with the enemy. Indeed, I have 
only met with one of the wounded who was 
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ready to say anything about his own ex- 
periences either with the rifle or the bay- 
onet. On the other hand, they are not 
especially averse to talking about some 
other soldier’s feats. I was told a story of 
one of our rifle shots, who only reckoned 
on getting two per cent misses. On one 
occasion, when firing over two hundred and 
fifty rounds against massed German sol- 
diers, practically every time he pulled the 
trigger one of the enemy was seen to fall 
forward, and sometimes a single bullet 
accounted for more than one life. Even- 
tually the Germans turned a machine gun 
on him, from which he received a fatal 
wound, while his companion, who was close 
to him, was wounded, but subsequently re- 
covered. The narrator was no mean shot, 
but refused to say anything of his own ef- 
forts. It seems a very repulsive fact that 
one man is capable of accounting for over 
two hundred of the enemy, but the con- 
solation is that it is war and has to be done. 
One seems to feel a certain amount of 
repulsion for the man who boasts that he 
has himself accounted for two or three of 
the enemy by bayoneting or otherwise. 

A certain number of the men recently 
recruited, as was only to be expected, have 
not been able to continue with their train- 
ing. The proportion is not large, but ap- 
parently is due to the fact that owing to the 
hurried examination of the men when 
recruiting was at its highest, a certain num- 
ber were passed who had some condition, 
usually slight, which was not detected. 
Such conditions were early tuberculosis, 
discharges from the ears, defective eye- 
sight, and a general condition of insufficient 
nutrition. These have subsequently to be 
weeded out and discharged. I have seen 
several men, generally over thirty years of 
age, who have not been able to stand the 
training, and I think the cause is probably 
due to the fact that they were put into hard 
training too quickly. Two of these dated 
their troubles from marches following after 
forced breathing exercises. The character 
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of the breathing exercises is almost enough 
to cause their breakdown. They were in- 
structed to take as deep a breath as possible 
and then to fix their chests, retaining the air 
as long as possible. This puts a consider- 
able amount of strain upon the right side 
of the heart, thus causing dyspnea on exer- 
tion, and usually a rapid heart during 
periods of rest. These men are able to do 
the first mile or two of a march, but then 
have to fall out. After rest the heart is 
apparently normal except for the slightly 
increased rate, but on exertion the rate 
increases out of all proportion and collapse 
ensues. 

In the past few weeks we have not had 
very many wounded transferred to this 
country, and those who have come appear 
to have troubles caused by the changes of 
weather and the wet trenches. They suffer 
from conditions such as rheumatism, minor 
degrees of frost-bite, and bronchitis with 
spasm. One man who had not been abroad 
had developed asthma, nocturnal in type, a 
condition which he had never had before. 
Eventually it was found to be caused by 
sleeping in a bag made of very coarse wool, 
for on covering the upper part of the bag 
with a towel so that his mouth was not near 
the wool sack, the asthma ceased and he 
was able to report himself as free from the 
condition. 

This Christmas is, of course, not. going 
to be a cheerful one, but it seems quite ad- 
visable that people should give the usual 
parties as much as possible as in former 
years. I think that this is the general atti- 
tude, and that every one will try to make 
things as bright as possible. It is also 
advisable that the public should not forego 
the change of scene and circumstances 
which are usually associated with this time 
of the year. The best attitude to adopt is 
to trust that next Christmas will see things 
settled as securely and permanently as can 
be wished for, and the national life resumed 
as much as possible as it was before the 
outbreak of this European war. 
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